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Sometimes  the  best  business  decision  is  knowing  when  to 
call  in  someone  else.  Call  us,  we’re  good  listeners.  With 
objectivity  and  experience  to  back  us  up.  Well  help  you 
define  the  problem,  then  provide  experts  and  technology 
to  fix  it.  Accountants,  engineers,  technicians,  trainers, 
lawyers,  insurers,  computer  gurus,  marketing  strategists — 


whoever  and  whatever  you  need.  We’re  so  sure  we  can  help 
that  we  guarantee  it.  All  our  resources  are  certified, 
insured  and  bonded,  so  there’s  no  risk  to  you. 

Isn’t  running  a practice  risky  enough? 

Call  today.  Let’s  find  a way  to  make 
your  practice  better.  843-554-2555 


A division  of  MicroSafe™  Corporation 


Fox  Meadows  Software’s 
Practice  Clinical  Management  System 

“P/CMS” 


For  Microsoft  Windows 
95,  98,  and  NT 


Whether  it  be  their  smiling  faces  or  pictures 
and  images  that  provide  an  all  encompassing 
assessment  of  their  medical  records  and 
history,  Fox  Meadows  “P/CMS”  makes  it  all 
accessible  at  the  touch  of  a button. 


/ Clinical  Reporter  - Usenjo  pcare 


Using  easily  accessible  and 
maintainable  industry  standards  such 
as  Microsoft  Windows  and  FoxPro 
DBMS,  Fox  Meadows  has  a suite  of 
ready  to  use  application  software  to 
run  any  and  all  aspects  of  a medical  or 
clinical  practice.  The  system  can  be 
easily  customized  by  you,  providing 
immediate  results. 


Speak  to  your  computer  and  save  time,  monthly 
transcription  fees,  and  errors  and  omissions.  Do 
Chart  Notes  using  Lernout  & Hauspie’s  voice 
recognition  system  and  medical  dictionary. 
Lernout  & Hauspie  is  one  of  the  premier  providers 
of  voice  recognition  technologies  and  is  a valued 
business  alliance  of  Fox  Meadows. 


A/R  management,  appointment  scheduler,  diary  notes,  Y2K  ready,  electronic  claims  & 
statements,  supports  primary,  secondary,  tertiary,  Workers’  Comp.  & auto  coverages.  System 
includes  Medicare  correct  coding  initiative  (CCI)  & evaluation  management  edits. 


Ms  Edit  View  Secbsns  Deaton  Help 


<dsae?s>  L i RLtALT  tiffns  nscsophcne  on 


Say  ‘Patient  Name0.  PATIENT  NAME 
Patient  ID  or  Chart  Number?  PATIENT  ID 
Say  *SSN‘.  SSN 

Say  ‘Date  ofBirtlT.  DATE  OF  BIRTH 

Say  "Insurance*.  INSURANCE 

Say  ‘Demographics0.  DEMOGRAPHICS 


demographics 
Patient  Information 
patient  name 
patient  data 
chart  number 
date  of  birth 
patient  ID 
demographics 
visit  date 
SSN 

Social  Security  Number 
nsurance 

secondary  sisurance 
interconnect  commands 
Sections 
Variable  Setup 
commands 


next-tem  (tafce-the-defaui) 


Fox  Meadows  Software  LTD. 
1-800-754-7213  or  803  736-8000 
www.foxmeadows.com 
* Call  or  download  for  our  free  demo  CD  * 


incontinence 

(in-kont-i-nens)  n.  1 . the  state  of 
being  unable  to  control  the  bladder 
or  bowels. 


It’s  not  a topic  people  like  to  discuss.  But  five  percent  of 
the  population  suffers  from  some  degree  of  urinary  or 
fecal  incontinence.  And,  because  this  problem  is  hard  to 
talk  about,  many  suffer  in  silence.  Which  is  a shame. 
Incontinence  can  be  treated  - often  without  surgery. 

The  Southeastern  Continence  Center  at  East  Cooper 
Regional  Medical  Center  is  totally  devoted  to  the 
treatment  of  incontinence.  If  you’re  suffering  from  this 
problem,  we  can  help.  To  learn  more  about  available 
treatment  options,  give  us  a call  at  (843)  8971-3338.  Your 
inquiry  will  be  completely  confidential. 

Incontinence  can  seem  like  a problem  you  just  have  to 
live  with.  But  it  doesn’t  have  to  be.  Let  us  help  you 
explore  the  alternatives  that  can  put  you  back  in  control. 

Medical  Director:  Dennis  A.  Fried,  MD,  FACS,  FASCRS 


I Southeastern  Continence  Center 

East  Cooper  Regional  Medical  Center 


1230  Hospital  Drive  • Mt.  Pleasant,  SC  29464 


S']  971  -3338 
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WHERE  HAVE  ALL  THE  MEMBERS  GONE? 


The  graph  to  the  right  shows  better 
than  words  what  is  happening  to 
physician  membership  in  organized 
medicine.  It  illustrates  the  market 
share  among  federation  societies  as- 
suming a continuation  of  current 
trends.  Despite  increasing  numbers 
of  American  physicians,  all  society 
membership  is  either  staying  the 
same,  thus  declining  in  percentage 
terms,  or  declining.  If  AMA  member- 
ship stays  in  the  same  pattern,  the 
AMA  will  go  out  of  existence  in  about 
twenty  years. 

No  one  knows  exactly  what  is  hap- 
pening, but  there  are  probably  sev- 
eral factors  at  work  here.  Managed  and  contract  care  has  reduced  physician  incomes,  reducing  money  for 
organizational  dues.  About  50  percent  of  us  are  now  employed  physicians  and  some  employers  view 
organized  medicine  as  competitive  to  their  interests  (particularly  insurance  companies  and  hospitals).  This 
generation  is  also  more  interested  in  free  time  pursuits  and  family  time  rather  than  organizational  activity. 

What  does  it  mean?  The  obvious  result  is  less  organizational  dues.  It  also  means  less  political  clout  for  the 
national  and  state  organizations.  It  will  eventually  mean  reduction  in  programs  and  activities  because  of 
funding  cuts.  The  final  result  could  mean  the  end  of  organized  medicine  as  we  know  it. 

What  can  we  do  about  it?  It  has  been  said  by  one  wise  owl,  “if  the  AMA  goes  out  of  business  in  six  years, 
we  will  have  to  start  a new  national  organization.”  The  good  news  is  that  SCMA  membership  is  still 
rising!  We  have  adapted  new  technologies  in  membership  services  and  formed  our  own  successful  man- 
aged care  network.  We  have  kept  our  polices  inclusive  and  vital  and  provided  value  for  our  dues  and 
dollars.  We  need  to  get  the  AMA  and  other  state  medical  societies  to  listen  and  learn. 

Stephen  A.  Imbeau,  M.  D. 

President 
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THE  INTERIM  MEETING  OF  THE  AMA 
HONOLULU,  HAWAII 
DECEMBER  4-9, 1998 

REPORT  OF  THE  SCMA  DELEGATION 

WALTER  J.  ROBERTS,  JR.,  M.  D.* 


The  Interim  Meeting  of  the  American  Medical 
Association  was  held  in  Honolulu,  Hawaii,  Decem- 
ber 6-9,  1998.  In  attendance  were  members  of  the 
South  Carolina  delegation  to  the  AMA,  whose  names 
are  listed  in  the  front  of  this  journal.  Our  delegation 
was  augmented  by  the  presence  of  President-Elect 
Dr.  Bill  Hester,  Secretary  Dr.  Richard  Ulmer,  and 
Treasurer  Dr.  Capers  Hiott.  Dr.  March  Seabrook  at- 
tended the  Young  Physicians  Section  as  well. 

As  I have  remarked  in  the  past,  several  South 
Carolina  physicians  who  are  delegates  from  specialty 
societies  attend  these  AMA  meetings,  adding  size  and 
strength  to  South  Carolina’s  representation.  These  in- 
clude Drs.  David  Osguthorpe,  Ed  Kimbrough,  Greg 
Slachta,  Marion  Burton  and  Jim  Scully.  These  doc- 
tors attend  some  of  our  caucuses  and  meetings,  pro- 
viding input  from  the  standpoint  of  the  organizations 
which  they  represent,  and  benefiting  their  specialty 
societies  from  their  dialogue  with  the  state  delega- 
tion. 

Our  staff  support,  excellent  as  usual,  was  provided 
by  our  CEO  Bill  Mahon  and  our  Senior  Vice-Presi- 
dent and  General  Counsel,  Steve  Williams. 

I am  sure  that  all  South  Carolina  physicians  know 
that  one  of  our  own,  Dr,  Randy  Smoak  of 
Orangeburg,  is  the  present  Chairman  of  the  AMA 
Board  of  Trustees.  In  this  most  important  post,  Randy 
is  performing  as  a knowledgeable,  responsible  leader, 
a dedicated  and  articulate  spokesperson  for  our  pa- 
tients and  for  the  physicians  of  this  country.  He  is 
involved  in  decision-making  on  medical  issues  at  the 
very  highest  level.  We  are  very  proud  of  Randy. 

The  Interim  Meeting  is  shorter  than  the  Annual 
Meeting  of  AMA  by  one  day.  Nonetheless,  the  vol- 
ume of  business  conducted  seems  just  as  great  and 
the  issues  no  less  important  and  at  times,  no  less  con- 
tentious. Presented  for  discussion  by  the  Speakers 
were  some  80  reports  and  more  than  150  resolutions. 
Each  of  the  items  were  discussed  at  Reference  Com- 
mittees and  if  satisfactory  decisions  were  not  ac- 
cepted, further  discussion  could  ensue  at  the  meeting 
of  the  House  of  Delegates. 

As  I have  done  after  each  AMA  meeting,  I will 
attempt  to  report  to  you  on  what  I perceive  to  be  some 
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of  the  most  important — which  often  means  the  most 
contentious — issues  in  “bullet”  form. 

• For  the  third  consecutive  meeting,  there 
continues  to  be  the  issue  of  Medicare  Evaluation  and 
Management  (E&M)  codes.  The  Health  Care  Financ- 
ing Administration  (HCFA)  has  insisted,  in  a series 
of  “guidelines,”  that  physicians  document  what  level 
of  services  have  been  performed  in  their  offices,  from 
a brief  office  visit  to  a comprehensive  examination. 
They  must  also  pay  Medicare  fees  for  that  service. 
In  the  past,  these  demands,  which  require  a numeric 
“counting”  system,  have  been  viewed  by  physicians 
as  cumbersome,  time-consuming,  and  irrelevant  to 
the  important  task  of  looking  out  for  the  patient. 
HCFA,  on  the  other  hand,  states  that  without  this  level 
of  documentation,  proper  payment  cannot  be  made. 

In  1997,  HCFA  presented  physicians  with  a new 
series  of  such  guidelines  which  are  even  more  con- 
voluted and  time-consuming  than  the  previous  ones 
established  in  1992  and  1994.  The  changes,  it  ap- 
pears, have  been  in  part  due  to  passage  of  an  act  in 
Congress  called  the  Kassebaum-Kennedy  Act.  (The 
correct  name  of  the  act  is  the  Health  Insurance  Port- 
ability and  Accountability  Act.)  This  act,  which  has 
a few  good  features  I believe,  has  come  down  hard 
on  the  issues  of  “fraud  and  abuse”  which  is  envi- 
sioned as  rampant  in  Medicare — and  allegedly  in 
other — charges. 

In  this  setting,  most  physicians  feel  that  the  gov- 
ernment is  creating  a climate  in  which  physicians 
should  not  have  to  work  and  that  the  charge  of  “fraud 
and  abuse”  often  represents  only  simple  errors  in  bill- 
ing or  other  aspects  of  providing  medical  care.  A very 
searching  article  outlining  and  decrying  the  “guide- 
line” process  was  written  by  Dr.  Allen  Brett,  a mem- 
ber of  the  Department  of  Medicine  of  the  USC  School 
of  Medicine  and  printed  in  the  New  England  Jour- 
nal of  Medicine  several  weeks  ago;  I refer  you  to  it. 
Also,  a recounting  of  the  events  regarding  E&M 
guidelines  is  the  lead  article  in  the  December  28  is- 
sue of  AMNews. 

What  transpired  at  this  AMA  meeting  is  as  fol- 
lows: a resolution  presented  to  the  House  of  Del- 
egates from  the  reference  committee  was 
“toughened”  by  debate  on  the  floor  of  the  House  to 


state  that  AMA  expresses  “outrage”  that  the  practice  of 
medicine  is  characterized  as  abusive  and  fraudulent.  The 
altered  resolution  also  once  more  states  opposition  to 
the  “numeric  counting  system”  which  HCFA  clearly  in- 
tends to  enforce  in  paying  for  “level  of  care”  in  office 
visits. 

In  the  House  of  Delegates,  there  is  an  even  more  vo- 
ciferous voice  which  wants  physicians  to  “withdraw” 
from  negotiations  with  HCFA;  to  refuse  to  enter  into  the 
debate  in  the  establishment  of  the  new  guidelines.  In  my 
opinion,  this  is  an  untenable  point  of  view,  since  HCFA 
has  made  it  clear  that  it  intends  to  stick  by  its  decision  to 
change  the  structure  of  the  guidelines,  at  least  at  some 
point  in  time.  As  you  no  doubt  know,  AMA,  along  with 
specialty  societies,  has  been  successful  in  delaying  imple- 
mentation of  the  new  guidelines  until  at  least  the  end  of 
1999. 

Therefore,  AMA  is  still  “at  the  table,”  trying  to  work 
in  conjunction  with  HCFA  through  the  CPT  Editorial 
Panel,  to  make  the  changes  less  onerous  and  cumber- 
some, and  to  protect  physicians  from  the  threat  of  “fraud 
and  abuse”  improperly  placed. 

• In  another  and  not  dissimilar  problem,  the  ques- 
tion of  requiring  physicians  to  “justify  medical  neces- 
sity” in  ordering  individual  laboratory  tests  turned  into 
a rather  rancorous  debate.  A report  from  the  Board  of 
Trustees  states  that  AMA  is  trying  to  negotiate  with 
HCFA  about  the  problem  and  suggests  that  such  nego- 
tiations continue.  Three  resolutions  were  presented  ask- 
ing in  various  fashions  for  relief  from  some  of  the 
“illogical  and  cumbersome”  requirements,  which  have 
not  been  demonstrated  to  reduce  health  care  costs.  The 
reference  committee’s  decision  to  follow  the  recommen- 
dations in  the  Board’s  report  was  sustained  in  the  House 
of  Delegates. 

• A report  from  the  Council  of  Medical  Services 
concluded  that  seeking  Medicare  coverage  for  pharma- 
ceuticals would  constitute  an  additional  mandate  which 
would  find  great  funding  difficulties.  HCFA  was  encour- 
aged to  study  ways  in  which  parental  medications  could 
be  provided  in  non-hospital  settings.  (CMS  Report  11) 

• In  another  related  report,  over-the-counter 
medication  coverage  was  looked  at  by  the  Council  of 
Medical  Services.  Again,  it  was  felt  that  such  coverage 
should  not  be  mandated,  unless  it  is  demonstrated  that 
there  is  no  prescription  alternative  to  a cost-effective 
OTC  medication.  This  appears  to  me  to  be  a seldom 
observed  scenario. 

• A report  cites  many  instances  where  a billing 
entity  for  physicians  (e.g.,  hospitals  which  have  pur- 
chased physician’s  practices),  has  been  less-than-fastidi- 
ous  in  collecting  physician’s  fees.  The  report  encourages 


physicians  to  become  involved  in  establishing  the 
mechanisms  of  the  billing  process  and  to  care- 
fully monitor  the  adequacy  of  that  process. 

• A large  group  of  specialty  societies  sub- 
mitted a resolution  asking  AMA  to  work  with  the 
insurance  industry  and  other  interested  parties  in 
securing  affordable  health  care  coverage  for 
adults  who  have  had  congenital  or  other  forms  of 
childhood  disease.  For  example,  a child  who  has 
had  health  care  coverage  for  a congenital  heart 
problem  may  not  be  able  to  secure  such  cover- 
age when  adulthood  is  reached.  The  issue  was 
referred  to  the  Board  of  Trustees  for  study. 

• Regarding  the  issue  of  collective  bar- 
gaining and  over-broad  application  of  existing 
anti-trust  laws,  AMA  is  in  support  of  a U.S.  House 
of  Representatives  bill  called  die  “Campbell  Bill.” 
It  has  always  seemed  to  me  that  the  inability  of 
physicians  to  engage  in  collective  bargaining  is 
patently  unfair  and  in  an  increasing  fashion,  has 
led  to  physician’s  interest  in  unionization — a 
word  which,  over  the  years,  has  been  anathema 
to  physicians.  It  is  pointed  out  in  Board  of  Trust- 
ees Report  24,  which  was  adopted  by  the  House, 
that  this  inability  to  negotiate  with  insurance  com- 
panies and  other  payers  not  only  is  an  issue  of 
money,  but  is  also  an  issue  of  quality  of  patient 
care.  AMA  is  asked  to  continue  anti-trust  relief 
legislation  as  a top  priority. 

• Back  to  the  issue  of  “fraud  and  abuse”, 
a Board  of  Trustees  report  states  that  AMA  is 
expanding  its  scope  of  advocacy  and  is  seeking 
congressional  intervention  to  halt  abusive  prac- 
tices by  federal  agencies,  and  to  encourage  these 
agencies  to  refocus  activities  on  “traditional”  defi- 
nitions of  fraud,  rather  than  attempting  to  make 
inadvertent  billing  errors  “fraudulent  activity.” 
HCFA  has  indicated  that  its  efforts  toward  un- 
covering fraud  and  abuse  will  not  be  as  aggres- 
sively undertaken  as  initially  physicians  were  led 
to  believe,  but  the  agencies  which  initiate  such 
actions  — the  U.S.  Department  of  Justice,  the  Inter- 
nal Revenue  Service,  and  Inspector  General — may 
well  function  without  the  advice  and  consent  of 
HCFA. 

• A far-reaching  report  from  the  Board  of 
Trustees  asks  AMA  advocacy  that  the  106th  Con- 
gress conduct  oversight  hearings  on  HCFA’s 
implementation  of  the  Medicare+Choice  pro- 
gram, and  that  Congress  investigate  the  manner 
in  which  HCFA  promulgates  new  rules  and  regu- 
lations. 
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• In  response  to  a resolution  submitted  at  the 
AMA  Interim  Meeting  a year  ago,  the  Council  on 
Medical  Education  presented  a report  which  has  stud- 
ies the  medical  workforce  and  the  need  to  adjust  the 
educational  pipeline.  It  is  noted  that  the  number  of 
“physician  extenders”,  such  as  nurse  practitioners, 
P.A.s,  etc.,  are  steadily  increasing,  and  this  greatly 
influences  the  physician  workforce  in  chosen  spe- 
cialty as  well  as  in  numbers.  Also  influencing  these 
workforce  decisions  is  the  number  of  international 
medical  school  graduates  coming  to  this  country.  It 
is  clear  that  continued  vigilance  and  study  of  the  num- 
bers of  medical  school  graduates  and  number  of  resi- 
dency slots  must  take  all  of  these  factors  into  account. 

• A report  pf  a survey  of  national  specialty 
societies  has  been  undertaken  by  the  Council  on 
Medical  Education,  and  it  indicates  the  need  for  in- 
corporating training  dealing  with  drug,  alcohol,  and 
other  forms  of  addiction  into  many  residency  programs. 

• The  Council  of  Medical  Education  has  stud- 
ied the  “continuum”  of  medical  education  with  re- 
gard to  the  fourth  year  of  medical  school.  The  Council 
is  of  the  opinion  that  often  fourth  year  students  se- 
lect electives  which  will  either  be  of  limited  benefit, 
or  select  electives  which  serve  as  an  “audition”  for 
specialty  selection  which  the  student  may  or  may  not 
pursue.  This  may  influence  the  effectiveness  of  the 
final  year  of  medical  school  training.  The  report  calls 
upon  AAMC  and  residency  program  directors  to 
work  with  medical  schools  in  discouraging  the  prac- 
tice of  “excessive”  and  ill-chosen  electives  during 
the  senior  year. 


• A forceful  substitute  resolution  was 
adopted,  incorporating  the  resolves  of  six  resolutions 
introduced  with  regard  to  the  tobacco  settlement. 
AMA  is  taking  the  stance  that  whatever  monies  are 
available  after  expenditures  for  tobacco  control  and 
education  are  complete,  should  be  used  to  increase 
patient  access  to  medical  services.  Also,  that  none  of 
the  monies  obtained  in  the  settlement  be  reimbursed 
to  the  federal  government  on  the  basis  of  each  indi- 
vidual state’s  federal  Medicaid  match. 

These  are  some  of  the  issues  and  problems  dis- 
cussed and  debated  and  all  are  of  enormous  impor- 
tance to  the  physicians  of  this  country.  I can  touch 
on  only  a few  of  them  in  this  report.  The  December 
28  and  January  4 issues  of  AMNews  contain  in-depth 
articles  about  several  other  of  the  important  actions 
of  the  House  of  Delegates,  and  I refer  you  these  is- 
sues. 

The  American  Medical  Association  continues  to 
function  effectively  as  the  largest  and  strongest  medi- 
cal organization  in  the  world.  In  my  opinion,  your 
SCMA  delegation  is  an  active  and  vital  part  of  its 
activities  and  success.  As  it’s  Chairman,  I am  most 
certainly  not  above  proselytizing  you — if  you  are  not 
already  an  AMA  member  to  become  a member. 
AMA’s  work  is  vital  to  the  patient’s  welfare  and  to 
the  physician’s  success  in  providing  for  his  patients. 

I further  solicit  your  input.  If  you  have  an  idea,  a 
plan,  or  a “beef’  about  an  issue  or  a problem,  voice 
it  to  us,  your  AMA  delegation.  I promise  you  we  will 
listen  and  attempt  to  convey  your  thoughts  and  in- 
terests to  the  national  level. 
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THE  INTERIM  MEETING  OF  THE  YOUNG 
PHYSICIANS  SECTION  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION 
HONOLULU,  HAWAII 
DECEMBER  3-5, 1998 

REPORT  OF  THE  SCMA  DELEGATION 

MARCH  E.  SEABROOK.,  M.  D.* 


The  1998  Interim  Meeting  of  the  Young  Physi- 
cians Section  of  the  American  Medical  Association 
was  held  December  3-5  in  Honolulu,  Hawaii.  This 
meeting  brought  together  young  physicians  from 
across  the  United  States,  as  well  as  the  medical  spe- 
cialty societies  and  the  branches  of  the  uniformed 
services.  There  were  over  100  registered  delegates 
and  alternate  delegates. 

The  Thursday  evening  session  was  highlighted  by 
a “mode  of  practice  forum.”  This  brought  together 
three  groups  of  physicians:  the  solo  and  small  group 
practice,  the  large  group  and  employed  physicians, 
as  well  as  the  academic  physicians.  This  was  to  help 
gain  insight  on  ways  the  AMA  can  better  respond  to 
these  different  groups. 

Friday  was  the  assembling  of  the  House  of  Del- 
egates. There  were  various  reports  made,  including 
a legislative  update  by  Julius  Hobson,  Director  of 
Congressional  Affairs.  Dr.  “Andy”  Anderson,  Jr.,  the 
new  AMA  Executive  Vice  President,  gave  an  inspir- 
ing talk  regarding  the  future  of  the  AMA.  A signifi- 
cant report  included  for  this  year’s  consideration  was 
the  report  of  the  Ad  Hoc  Committee  on  “Structure, 
Governance  and  Operation.”  This  has  also  been  re- 
ferred to  as  the  Booz- Allen  Report.  This  is  a lengthy 
document  regarding  the  structure  of  the  AMA  and 
makes  numerous  recommendations  regarding 
changes  to  be  implemented. 

Young  physicians  heard  debate  and  testimony  re- 
garding a total  of  27  reports  and  resolutions.  Issues 
discussed  included  greater  public  awareness  of  di- 


etary supplements  and  herbal  remedies,  patient/phy- 
sician electronic  mail,  medical  competency  exami- 
nations, school  bus  safety,  the  relationship  between 
physicians,  HMOs  and  drug  companies,  and  the  au- 
tonomous medical  practice  on  non-physicians.  The 
reference  committees  met  on  Friday  afternoon.  On 
Saturday,  the  House  reconvened  to  give  final  delib- 
eration and  vote  for  the  resolutions  and  reports. 

This  marks  the  11th  year  of  the  Young  Physicians 
Section.  We  are  a vibrant  group  with  a strong  inter- 
est in  the  future  of  medicine.  You  can  be  proud  of 
the  leadership  of  your  Young  Physicians  Section  at 
the  national  level.  Dr.  John  Armstrong  is  a surgeon 
at  Walter  Reed  Hospital.  He  is  an  outstanding  Chair- 
man and  an  excellent  motivator.  Dr.  Bruce  Scott  is 
an  otolaryngologist  in  Louisville,  KY  and  has  been 
involved  with  organized  medicine  his  entire  young 
career.  He  is  articulate  and  forceful  and  represents 
you  on  the  AMA  Board  of  Trustees. 

Dr.  Randy  Smoak,  a surgeon  from  Orangeburg, 
SC,  is  currently  the  Chairman  of  the  Board  of  the 
AMA  and  has  been  quite  visible  in  his  anti-tobacco 
campaign.  You  can  be  very  proud  of  Randy  and  the 
other  members  of  the  AMA  delegation.  The  SC  del- 
egation is  well  respected  and  several  members  are 
on  various  councils  and  reference  committees. 

The  challenges  that  face  the  AMA  are  significant, 
but  I have  great  confidence  in  the  long-term  viabil- 
ity of  this  organization.  It  is  the  driving  force  of  our 
profession,  not  just  our  specialty.  The  voice  must  be 
strong  and  loud,  and  membership  is  of  paramount 
importance. 


* 103  W.  Hospital  Drive,  Columbia,  SC  29169 
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MANAGED  CARE  PROGRAM 

WILLIAM  B.  PITTARD,  III,  M.  D„  M.  P.  H.* 


In  1965,  Medicaid  was  established  as  the  federal- 
state  program  to  finance  health  care  for  low  in- 
come individuals.  While  Medicaid  expenditures 
were  moderate  in  the  first  years,  striking  accel- 
eration in  expenditures  occurred  during  the 
1980’s.1  This  escalation  clearly  indicated  a need 
for  effective  cost  containment  strategies.  Initially, 
states  attempted  to  control  Medicaid  costs  by  regu- 
lating reimbursement  levels  for  medical  services, 
by  limiting  the  number  of  services  paid  for,  and 
by  controlling  eligibility  for  the  Medicaid  pro- 
gram. None  of  these  strategies  eliminated  or  sig- 
nificantly slowed  the  increasing  cost  of  financing 
Medicaid  services  and  worse,  each  raised  barri- 
ers to  medical  care  access  by  the  poor.2 

Much  of  the  more  recent  interstate  variation  in 
the  approaches  taken  to  control  Medicaid  expen- 
ditures was  actually  initiated  by  the  passage  of 
the  Omnibus  Budget  Reconciliation  Act  (OBRA) 
of  1981.  OBRA  encouraged  states,  through  the 
program  waiver  application  process,  to  develop 
new  initiatives  to  both  curb  cost  and  to  improve 
the  delivery  and  payment  mechanisms  in  use  by 
Medicaid.  This  legislation,  in  conjunction  with 
the  apparent  success  of  capitation  and  case  man- 
agement in  containing  private  health  care  costs, 
led  several  states,  including  South  Carolina,  to  use 

* Address  correspondence  to  Dr.  Pittard  at  165 
Ashley  Ave,  Room  679,  Charleston,  SC  29403. 


program  waivers  to  introduce  prepaid  or  man- 
aged care  case  management  plans  into  their  Med- 
icaid reform  efforts.2'4  Subsequently,  Medicaid 
managed  care  rapidly  expanded  nationwide1,  but 
the  efficacy  of  these  reform  measures  awaits  con- 
firmation. 

South  Carolina  Medicaid  reform  efforts  are  be- 
coming more  apparent.  The  total  state  popula- 
tion per  the  1990  census  was  3,673,287  with  28.6 
percent  below  the  age  of  21  years.  Based  on  the 
data  provided  by  the  South  Carolina  Department 
of  Health  & Human  Services  in  March  of  1998, 
the  total  Medicaid  enrollment  in  South  Carolina 
was  430,149  with  237,705  under  age  21.  More 
specifically,  South  Carolina  Medicaid  covered  one 
in  four  individuals  (children)  under  age  21  and 
47  percent  of  all  South  Carolina  births.6  While 
only  three  percent  of  South  Carolina  Medicaid 
beneficiaries  were  in  1995  enrolled  in  a managed 
care  program,5  by  1998,  this  percentage  had 
doubled.  Further,  9.5  percent  of  South  Carolina 
Medicaid  enrollees  below  age  21  were  in  man- 
aged care  programs  in  1998.  Thus,  while  not 
readily  apparent,  greater  than  25,000  (6  percent) 
South  Carolina  Medicaid  enrollees  are  today  in  a 
managed  care  program. 

The  South  Carolina  Medicaid  Managed  Care 
Program  (SCMMCP)  offers  to  Medicaid  benefi- 
ciaries a choice  of  three  voluntary  managed  care 
delivery  systems.  These  include  a capitated  model 
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SOUTH  CAROLINA  MEDICAID  MANAGED  CARE  ENROLLEES 

AS  OF  MARCH  1998 

PROGRAM  ADULTS 

CHILDREN1 

TOTAL 

PEP2  708 

4,869 

5,577 

HOP3 

14,534 

14,534 

HMO4  2,287 

3,286 

5,573 

TOTAL  2,995 

22,689 

25,684 

’21  years  of  age  or  below 
2Physician  Enhanced  Program 
3Healthy  Options  Program 
4Health  Maintenance  Organization 

Table  I. 


called  the  Physician  Enhanced  Program  (PEP),  the 
Healthy  Options  Program  (HOP),  which  is  de- 
signed only  for  children  thru  age  18  and  a Health 
Maintenance  Organization  (HMO)  program, 
which  is  a second  capitated  model. 

The  Physician  Enhanced  Program  (PEP)  was 
initiated  in  four  select  South  Carolina  primary  care 
practices  in  May  1996.  The  objective  for  the  PEP 
program  was  to  link  Medicaid  beneficiaries  with 
a primary  care  provider  who  would  deliver  all 
basic  medical  needs.  The  PEP  physician  provides 
a package  of  basic  services  for  recipients  and  re- 
ceives a payment  from  the  State  Department  of 
Health  and  Human  Services  (DHHS)  at  the  end 
of  each  month  based  on  the  number  of  PEP  mem- 
bers enrolled  in  his/her  practice.  This  payment  is 
adjusted  for  enrollee  age,  gender  and  category  of 
eligibility.  The  initial  four  pilot  sites  were  selected 
to  test  the  PEP  concept  and  to  refine  the  PEP  ser- 
vice delivery  model.  It  was  anticipated  when 
started,  that  upon  successful  completion  of  the 
PEP  pilot  project  and  correction  of  any  problems 
encountered,  this  Medicaid  managed  care  alter- 
native would  then  be  offered  on  a statewide  ba- 
sis. 

Medicaid  recipients  who  are  not  eligible  to  en- 
roll in  PEP  include  those  age  65  or  older  or  who 
are  dually  eligible  for  Medicare/Medicaid,  those 
who  reside  in  a nursing  home,  those  who  receive 
hospice  services  or  other  special  waiver  services. 


and  those  who  are  enrolled  in  the  Optional  Cov- 
erage for  Women  and  Infants  (OCWI)  Medicaid 
coverage  group. 

The  PEP  primary  care  providers  are  respon- 
sible for  arranging  or  authorizing  all  primary  care 
services  for  their  PEP  enrollees.  They  also  au- 
thorize necessary  specialty  care,  hospital  care, 
family  support  services,  and  other  required  ancil- 
lary services.  As  primary  care  providers,  these 
physicians  also  provide  a mechanism  for  24  hour 
per  day,  seven  days  per  week  enrollee  medical 
coverage  for  emergency  services.  Finally,  PEP 
providers  maintain  a unified  patient  medical 
record,  which  includes  documentation  of  all  au- 
thorized services.  As  is  customary  of  most  pri- 
mary care  physicians,  PEP  PCPs  establish  a 
system  for  identifying,  scheduling,  and  providing 
well  child  care  and  immunizations.  In  summary, 
in  establishing  a medical  home  for  PEP  enrollees, 
the  PCP  is  expected  to  provide  preventive  health 
examinations,  immunizations,  comprehensive  pri- 
mary care  services,  limited  laboratory  procedures, 
EKGs,  hospital  care,  some  minor  office  surger- 
ies, and  family  planning  services. 

PEP  enrollees  are  directed  to  contact  their  PCP 
before  seeking  emergency  care  except  for  life 
threatening  circumstances.  The  PCP  then  has  the 
responsibility  of  authorizing  appropriate  care  and 
denying  authorization  for  inappropriate  care. 
Similarly,  PCPs  are  responsible  for  referring  their 
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patients  for  Medicaid  reimbursable  services  that 
they  are  unable  to  provide  themselves,  such  as  spe- 
cialty care  and  certain  ancillary  services. 

For  the  years  1997-1998,  5,577  Medicaid  ben- 
eficiaries or  1.3  percent  of  all  state  Medicaid  re- 
cipients, and  4,869,  or  two  percent  of  South 
Carolina’s  237,705  Medicaid  enrollees  under  age 
2 1 , were  enrolled  in  PEP.  The  program  is  offered 
statewide  and  as  of  March  1998  included  14  group 
practices,  54  physicians,  and  eight  nurse  practi- 
tioners as  providers.  Enrollee  care  and  health  out- 
come is  monitored  primarily  through  provider 
service  billing. 

The  second  SCMMCP  is  the  Healthy  Options 
Program  (HOP).  This  model  was  initiated  in  Au- 
gust 1997  and  was  specifically  intended  to  estab- 
lish a medical  home  for  Medicaid  recipients  age 
18  and  under.  The  services  provided  under  the 
Healthy  Options  Program  are  numerous  and  in- 
clude: provision  of  preventive  care  as  well  as 
treatment  of  illness,  establishment  of  a mechanism 
that  allows  patients  to  reach  a “live  voice”  twenty 
four  hours  a day,  seven  days  a week,  identifica- 
tion and  authorization  of  specialty  care,  hospital 
care,  family  support  services  and  other  necessary 
ancillary  services,  partnering  with  public  and  pri- 
vate entities  such  as  schools,  employment  agen- 
cies and  health  departments  to  ensure  that  special 
needs  of  the  individual  patient  are  addressed,  and 
finally,  to  facilitate  maintenance  and  centraliza- 
tion of  medical  records. 

This  program  differs  from  the  PEP  in  that  the 
HOP  is  only  for  Medicaid  beneficiaries  thru  age 
18  and  the  HOP  PCP  can  refer  enrollees  to  other 
facilities  for  some  primary  care  examinations  such 
as  Early  and  Periodic  Screening  Diagnosis  and 
Treatment  (EPSDT)  Program.  Clearly  the  major 
Medicaid  goal  for  the  HOP  program  is  provision 
of  a 24  hour  per  day  support  service  or  a medical 
home  for  Medicaid  children  and  adolescents.  With 
the  exception  of  Federally  Qualified  Health  Cen- 
ters and  Rural  Health  Clinics,  HOP  providers  re- 
ceive enhanced  rates  when  billing  office  visits 
other  than  EPSDT  examinations.  All  EPSDT  ex- 
aminations and  immunizations  continue  to  be 
billed  at  the  usual  state  Medicaid  reimbursement 
rate. 

Although  the  HOP  was  only  initiated  in  Octo- 
ber 1997,  it  had  14,534  enrollees  by  March  1998. 


This  represents  six  percent  of  the  237,705  South 
Carolina  Medicaid  beneficiaries  below  age  21. 
Currently  the  HOP  has  244  providers  and  has  sites 
in  29  counties.  HOP  enrollee  care  and  outcome 
is  monitored  solely  via  the  provider  bills  received 
by  the  South  Carolina  Department  of  Health  and 
Human  Services  (DHHS). 

The  third  SCMMCP  model  is  a Health  Main- 
tenance Organization  (HMO)  component.  The 
HMO  provides  a medical  home  for  Medicaid  en- 
rollees and  at  a minimum,  all  services  outlined  in 
the  core  benefit  package  described  in  the  HMO 
contract.  The  South  Carolina  DHHS  pays  a 
capitated  rate  per  member  per  month  according 
to  age  gender  and  category  of  eligibility.  This 
program  was  initiated  on  July  1,  1996.  The  State 
DHHS  contracts  with  three  Health  Maintenance 
Organizations  (HMOs)  licensed  and  headquar- 
tered in  South  Carolina. 

The  South  Carolina  Medicaid  recipients  who 
are  not  eligible  to  enroll  in  this  HMO  model  in- 
clude those  age  65  or  older  or  who  are  dually  eli- 
gible for  Medicare/Medicaid,  those  in  a nursing 
home,  family  planning  waiver  recipients,  home 
and  community  based  waiver  recipients,  hospice 
recipients,  and  those  already  enrolled  in  a HMO 
through  third-party  coverage. 

The  HMO  is  responsible  for  providing  all  medi- 
cally necessary  and  appropriate  care  for  Medic- 
aid HMO  program  members.  The  core  benefits 
include  inpatient  hospital  services,  outpatient  ser- 
vices, physician  services,  maternity  services,  fam- 
ily planning  services,  independent  laboratory  and 
x-ray  services,  durable  medical  equipment,  pre- 
scription drug  services,  podiatry  services,  ambu- 
latory transportation,  home  health  services,  and 
to  a limited  degree,  mental  health  and  alcohol  and 
drug  treatment  services.  The  HMO  also  must  make 
provisions  for  advice  to  all  Medicaid  HMO  program 
members  regarding  the  use  of  emergency  room  ser- 
vices as  well  as  the  coordination  necessary  for  the 
referral  of  Medicaid  HMO  program  members  to 
specialty  providers  and  to  out  of  plan  services. 

For  the  years  1997-1998, 5,573  Medicaid  ben- 
eficiaries were  enrolled  in  a South  Carolina  Med- 
icaid HMO  program.  This  included  2,287  adults 
and  3,286  individuals  (children)  under  age  2 1 . The 
state  DHHS  contracts  with  a peer  review  organi- 
zation (PRO)  to  perform  an  annual  external  qual- 
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ity  assurance  review  of  all  Medicaid  HMO  en- 
rollees.  In  this  regard,  the  HMOs  are  required  to 
submit  encounter  data  on  all  services  rendered  to 
Medicaid  HMO  program  members  and  to  main- 
tain records  on  health  quality  indicators  includ- 
ing childhood  immunization  status,  pregnancy 
outcome,  and  EPSDT  screening  visits. 

In  summary,  as  of  March  1998,  the  South  Caro- 
lina Medicaid  program  had  430,149  enrollees, 
including  237,705  under  age  21.  The  SCMMCP 
included  5,577  (1.3  percent)  in  the  PEP,  14,534 
(3.4  percent)  in  the  HOP,  and  5,573  (1.3  percent) 
in  an  HMO  or  25,684  (6.0  percent)  Medicaid  en- 
rollees in  a primary  care,  case  management , man- 
aged care  program  (table  1).  Further,  almost  ten 
percent  of  the  state  Medicaid  enrollees  under  age 
21  are  provided  managed  care  coverage.  Thus, 
clearly  the  new  state  Medicaid  reform  program 
intended  to  limit  expenditures  without  reducing 
access  to  care  has  been  initiated. 

But,  there  is  still  the  question  of  program  ef- 
fectiveness, which  extends  beyond  cost  efficiency. 
Since  the  implementation  of  South  Carolina  Med- 
icaid managed  care  programs  represents  a signifi- 
cant change  in  the  method  of  delivering  health 
care  service  to  enrollees,  it  clearly  creates  a strik- 
ing need  to  monitor  the  impact  of  these  changes 
on  the  accessability  and  outcome  of  care.  Indeed, 
what  is  not  known  (but  should  be)  about  Medic- 
aid managed  care  programs  includes:  the  long- 
term impact  on  cost  and  utilization,  the  effect  on 
outcome  and  health  status,  variations  in  outcome 
by  model  and  plan  type,  profitability  of  Medicaid 
for  health  plans,  and  generalizability  of  findings 
to  rural  areas.  While  external  quality  review  or- 
ganizations, serving  in  a consultative  role,  have 
and  will  continue  to  provide  valuable  data  evalu- 
ating the  state  HMO  component  of  Medicaid  man- 
aged care,  a well  designed  and  ongoing  system  of 
review  is  needed  both  nationally  and  here  in  South 
Carolina  for  comprehensive  evaluation  of  each 
model  of  this  new  and  rapidly  expanding  form  of 
health  care  reform. 

The  South  Carolina  Medicaid  managed  care 
program  is  thought  to  be  providing  excellent  care 
for  Medicaid  enrollees,  but  the  lack  of  a formal 
system  for  evaluation  makes  the  validity  of  this 
thinking  uncertain.  The  HOP  and  PEP  Medicaid 
models  have  no  systematic  method  in  place  to 


document  access,  or  outcome,  or  even  to  confirm 
cost  effectiveness.  Indeed,  the  entire  system  for 
monitoring  the  utilization  and  outcome  of  services 
by  the  majority  of  SCMMCP  enrollees  is  through 
data  obtained  from  provider  billing. 

Much  of  the  data  needed  to  monitor  the  Med- 
icaid managed  care  programs  could  be  obtained 
from  the  patient’s  medical  records  maintained  by 
the  primary  care  providers,  perhaps  supplemented 
with  data  from  the  vital  statistics  division  of  the 
South  Carolina  Department  of  Health  and  Envi- 
ronmental Control.  However,  the  specific  ques- 
tions to  be  answered  and  the  health  indicators  to 
be  monitored  must  be  established  immediately  as 
the  managed  care  programs  are  already  being 
implemented.  These  data  are  needed  not  only  to 
document  program  success  but  to  insure  the  early 
detection  of  any  adverse  effect  of  managed  care 
on  the  health  of  Medicaid  enrollees. 

For  each  of  the  South  Carolina  Medicaid  Man- 
aged Care  programs,  information  needed  includes 
data  on  enrollee  satisfaction  (perhaps  obtained  via 
an  enrollee  survey)  as  well  as  health  status  indi- 
cators for  enrollees,  such  as  the  infant  case  fatal- 
ity rate,  the  percent  of  women  beginning  care  in 
the  first  trimester  of  pregnancy,  the  percentage  of 
low  birth  weight  deliveries,  and  the  percent  of 
premature  deliveries.  Similarly,  data  indicating 
access  to  and  provision  of  well  child  care  is 
needed,  including  the  percentage  of  two  year  olds, 
as  well  as,  those  at  the  time  of  first  grade  entry 
with  required  immunizations,  and  those  who  receive 
routine  EPSDT  examinations.  In  addition,  subsets 
of  data  describing  individuals  with  special  health  care 
needs  must  be  carefully  assessed  to  be  certain  en- 
rollees with  unique  needs  are  being  served. 

To  monitor  these  programs,  a specific  mecha- 
nism for  data  collection  is  required.  A central  lo- 
cation for  data  submission  and  a consistent 
mechanism  for  reporting  each  enrollee  encounter 
(as  is  currently  in  place  for  Medicaid  HMO  pro- 
viders) would  facilitate  data  collection  and  sum- 
marization, and  would  allow  comparisons  of 
enrollee  outcome  in  different  program  models. 
These  data  generated  on  a regular  (annual)  basis, 
will  provide  the  State  Medicaid  agency  the  infor- 
mation needed  to  fine  tune  their  exciting  new 
Medicaid  reform  initiatives  and  to  confirm  the 
positive  outcome  anticipated.  □ 
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For  decades,  a major  issue  of  both  interest  and 
frustration  to  public  health  planners  has  been  ac- 
cess to  health  care  for  children  considered  at-risk. 
One  survey  on  the  topic  revealed  that  ten  percent 
of  children  have  no  regular  access  to  care  and  eigh- 
teen percent  use  emergency  rooms  as  their  pri- 
mary source  of  care  These  findings,  however, 
are  not  universally  applicable  to  children  in  all 
settings.  Rather,  it  is  in  rural  areas  and  inner  cit- 
ies where  large  pockets  of  disadvantaged  children 
have  little  or  no  access  to  the  pediatric  health  care 
system.  Yet,  by  nature  of  their  life  circumstances, 
these  disadvantaged  rural  and  inner  city  children 
have  even  greater  need  for  quality  primary  care 
services. 

Several  programs  have  sought  to  address  these 
challenges.  Medicaid  expansions  in  many  parts 
of  the  country  have  increased  the  financial  re- 
sources available  for  children’s  health  care.  For 
many  years,  the  National  Health  Service  Corps 
has  placed  health  professionals  in  communities 
burdened  by  limited  services.  Rural  health  clin- 
ics and  federally  qualified  health  care  centers  have 
expanded  access  to  primary  care  for  communi- 
ties in  need.  New  categories  of  clinicians,  such 
as  nurse  practitioners  and  physician  assistants, 
have  increased  the  available  provider  pool.  Health 
departments  have  filled  gaps  where  needed.  These 
efforts  have  succeeded  in  improving  access  to  care 
for  many  children,  yet  there  is  still  much  work  to 
be  done.2 

In  the  early  1990’s,  health  planners  in  South 
Carolina  began  to  concentrate  on  the  issue  of  ac- 


*  Address  correspondence  to  Dr.  Rushton  at  964 
Ribaut  Rd.,  Suite  1,  Beaufort,  SC  29902. 


cess  by  asking  two  questions.  How  could  they 
collaborate  with  private  providers  to  increase  the 
number  of  medical  homes  available  to  children  in 
the  state  and  at  the  same  time,  decrease  fragmen- 
tation of  care  by  incorporating  public  health  ser- 
vices into  both  new  and  existing  sites  of  private 
pediatric  care?  Similarly,  private  health  care  pro- 
viders began  looking  at  strategies  to  improve 
health  care  access  through  the  CATCH  (Commu- 
nity Access  to  Child  Health)  program  of  the 
American  Academy  of  Pediatrics.  CATCH,  in 
recognition  of  the  fact  that  communities  differ  in 
their  problems  and  resources,  was  founded  at  the 
Academy’s  national  level  on  the  premise  that  is- 
sues of  access  are  most  effectively  addressed  lo- 
cally, with  state  and  federal  support.  Working  from 
this  approach  and  mindful  of  the  health  planners’ 
focus,  the  chapter  CATCH  facilitator  visited  each 
of  the  thirteen  health  districts  around  the  state,  and 
worked  with  local  clinicians  to  develop  access 
plans  within  their  communities. 

In  concert  with  these  efforts,  the  South  Caro- 
lina Department  of  Health  and  Environmental 
Control  (DHEC)  chose  four  communities  to  re- 
ceive three-year  grants.  The  selected  sites  were 
challenged  to  create  innovative  public-private 
partnerships  aimed  at  enhancing  the  capacity  of 
local  health  care  systems  to  provide  medical 
homes  for  Medicaid  recipients.  Strategies  were 
to  center  on  reducing  fragmentation  by  incorpo- 
rating public  health  into  the  delivery  system. 
Additionally,  DHEC  encouraged  a focus  on  the 
medical  home  needs  of  children  with  special 
health  care  needs  into  their  programs.  The  expe- 
riences of  these  communities  as  they  developed 
true  partnerships  and  improved  access  to  pediat- 
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ric  care  are  described  below. 

Barriers  to  Care:  Local  public  and  private  pro- 
viders began  by  identifying  various  sub-issues  as 
they  tailored  the  state’s  plan  to  fit  local  needs. 
Community  partnerships  addressed  such  issues  as 
geographic  barriers3,  fragmentation  of  care,  the 
special  needs  of  medically  complex  children,  ob- 
stacles to  participation  in  Medicaid  by  local  phy- 
sicians and  nurse  practitioners,  and  barriers  to 
performing  Early  and  Periodic  Screening  Diag- 
nosis and  Treatment  (EPSDT)  Program  visits. 

Several  providers  believed  that  children  with 
special  health  care  needs  were  more  likely  to  suf- 
fer from  fragmentation  of  care  than  were  others. 
It  was  noted,  for  instance,  that  although  many  did 
in  fact  have  a medical  home,  they  often  obtained 
immunizations  from  the  health  department,  re- 
ceived treatment  for  acute  care  problems  at  night 
in  the  emergency  room,  accessed  specialty  ser- 
vices through  the  state  title  V agency,  and  saw 
specialists  at  a distant  medical  school,  all  with  little 
coordination  or  oversight  protection.  The  result 
was  a complex  of  disconnected  services  that  fre- 
quently were  redundant,  incomplete,  and  expen- 
sive.4,5 

South  Carolina  clinicians  also  found  barriers 
to  participation  in  the  Medicaid  program.  Factors 
identified  as  affecting  participation  included  com- 
munity size,  practices’  capacities  for  additional 
patients,  clinicians’  willingness  to  accept  Medic- 
aid reimbursement  rates,6  and  the  availability  of 
other  community  resources  to  provide  for  Medic- 
aid patients.7  8,9  Providing  Medicaid  well-child 
services  (EPSDT  visits)  was  even  more  problem- 
atic. Preventive  in  nature,  EPSDT  is  designed  to 
provide  the  foundation  for  promoting  and  main- 
taining children’s  health,  in  turn  saving  scarce 
acute-care  dollars.  Even  with  adequate  access  to 
Medicaid  services,  many  children  still  do  not  re- 
ceive the  full  complement  of  scheduled  EPSDT 
visits  as  scheduled.  Identified  obstacles  to  care 
include  perceived  barriers  in  the  health  care  sys- 
tem, conflicting  concerns  and  priorities  within  the 
family,  excessive  waiting  times  in  medical  offices, 
transportation  problems,  and  difficulties  with 
scheduling. 10  Improving  access  to  care  for  Med- 
icaid patients  involves  tackling  these  very  real 
concerns. 


Developing  Local  Public-Private  Strategies:  In 

the  partnerships  described  here,  methods  to  over- 
come barriers  to  care  centered  on  local  control, 
with  site-specific  access  plans  developed  in  each 
location.  This  focus  echoed  the  emphasis  placed 
by  earlier  innovators  on  the  need  for  community 
approaches  to  problems  of  health  care  access.11,12 
Indeed,  there  appears  to  be  great  receptivity  on 
the  part  of  pediatric  clinicians  to  involve  them- 
selves in  locally  generated  strategies  to  improve 
access.  As  an  illustration,  in  a survey  of  mem- 
bers conducted  by  the  CATCH  program  in  Colo- 
rado some  years  ago,  fifty-eight  percent  of 
respondents  reported  that  they  took  part  in  access- 
oriented  community-based  activities  outside  the 
confines  of  their  offices.13 

Private  and  public  sources  of  health  care  have 
complementary  expertise  that  can  be  synergisti- 
cally  effective.  Most  private  clinicians  provide  a 
professional  medical  home  for  their  patients.  Such 
homes  are  designed  to  deliver  preventive  and  acute 
care,  are  available  twenty  four  hours  a day,  fol- 
low patients  longitudinally  over  time,  have  flex- 
ibility in  their  care  patterns,  and  provide  at  least 
some  care  coordination.14  Medical  homes  concen- 
trate on  the  problems  of  individuals  and  their  fami- 
lies, and  are  dependent  on  reimbursement  to 
continue  to  provide  services.  Public  health 
sources,  by  contrast,  usually  are  concerned  with 
the  health  problems  of  the  community  as  a whole, 
have  governmental  resources,  and  have  epidemio- 
logical capabilities  not  readily  available  in  the 
private  sector.  By  taking  a global  view  of  the  com- 
munity, public  health  sources  are  more  oriented 
to  searching  for  solutions  to  fill  gaps  in  the  health 
care  delivery  system.15 

Bringing  public  and  private  resources  together 
is  certainly  not  a new  idea.  Children’s  Medical 
Services  in  Florida  is  a well-established  public- 
private  partnership  with  a priority  focus  on  chil- 
dren with  special  needs.16  In  Canada,  public  health 
nurses  are  attached  to  primary  care  offices,  result- 
ing in  a significant  increase  in  referral  to  public 
sector  services  by  the  primary  providers  involved 
in  the  program.17  Public  health  nurses  in  North 
Carolina  carry  out  home-based  interventions  to 
promote  patient  use  of  medical  homes.  The  nurses 
provide  parental  education  and  social  support,  and 
encourage  families  to  take  advantage  of  the  ser- 


Volume  95  • January  1999 


15 


PUBLIC-PRIVATE 

PARTNERSHIPS 


vices  of  their  medical  home.18  Bridging  the  gap 
between  public  and  private  sources  of  care  is  criti- 
cal if  providers  truly  intend  to  offer  coordinated 
medical  home  services  that  meet  the  complete 
health  needs  of  children. 

Community  Initiatives  in  South  Carolina:  In 

1993,  DHEC  invited  pediatricians  from  four  di- 
verse communities  to  sit  down  with  their  local 
public  health  directors  and  develop  site-specific 
plans  to  improve  the  number  and  quality  of  medi- 
cal homes  within  their  localities.  In  Easley,  there 
had  already  been  ongoing  consultation  and  prob- 
lem solving  between  Dr.  Kent  Jones  and  the  dis- 
trict health  department.  A large  portion  of  private 
pediatric  care  in  the  Easley  area  was  provided  by 
family  practitioners.  However,  acceptance  of 
Medicaid  varied  throughout  the  county,  resulting 
in  a disproportionate  share  of  these  patients  in  one 
pediatric  office  and  those  of  certain  family  prac- 
titioners. The  initial  solution  was  to  have  all  pro- 
viders accept  a small  number  of  Medicaid 
newborns  on  a rotating  basis.  However,  the  Easley 
group  was  still  faced  with  inadequate  capacity  to 
meet  demand.  Under  the  new  initiative,  a part- 
nership with  the  health  department  was  developed 
in  which  a public  health-funded  nurse  practitio- 
ner was  placed  within  the  pediatric  office  to  pro- 
vide EPSDT  and  acute  care  services. 

In  Lancaster,  Dr.  Dexter  Cook  was  concerned 
with  the  inefficiencies  of  the  EPSDT  system.  His 
practice  suffered  from  a high  no-show  rate  for 
EPSDT  patients.  Since  these  patients  missed  re- 
ceiving the  appropriate  preventive  care  advice  that 
is  part  of  every  well  child  visit,  Dr.  Cook  had  dif- 
ficulty handling  the  volume  of  phone  inquiries  in 
his  practice  each  night.  The  Lancaster  solution 
was  to  assign  public  health  nurses  as  case  manag- 
ers to  Medicaid  newborns  in  the  hospital,  have 
the  nurses  assess  the  newborns  at  home  at  several 
days  of  age,  and  reinforce  to  the  parents  the  im- 
portance of  keeping  appointments  for  their  pre- 
ventive care  visits.  The  public  health  nurses  shared 
after-hours  call  with  the  private  practitioners,  tak- 
ing phone  inquiries  from  Medicaid  families  until 
ten  p.m.  each  day.  This  partnership  has  been  rec- 
ognized as  one  of  the  more  successful  innovations 
of  the  state  project,  and  has  become  the  prototype 
for  family  support  services  now  offered  by  DHEC 


throughout  South  Carolina. 

The  Beaufort  providers  had  two  concerns.  One 
was  that  patients  at  the  far  end  of  their  health  dis- 
trict often  had  to  travel  in  excess  of  fifty  miles  to 
see  a pediatric  clinician.  Secondly,  there  was  con- 
cern over  the  fragmentation  of  care  and  inadequate 
coordination  of  services  received  by  children  with 
special  needs.  The  solution  involved  two  efforts. 
First,  there  was  health  department  assistance  in 
developing  a satellite  medical  home  facility  in 
Hampton,  thereby  increasing  the  capacity  of  the 
local  health  care  system  to  provide  medical  homes 
for  these  geographically  isolated  children.  The 
plan  included  placing  a public  health  nurse  in  the 
Hampton  office  to  link  patients  to  health  depart- 
ment services.  Beaufort  pediatricians  also  agreed 
to  provide  general  pediatric  clinics  for  Children’s 
Rehabilitative  Services  (CRS)  within  their  offices, 
using  public  health  staff  for  non-physician  ser- 
vices. This  arrangement  allowed  for  greater  com- 
munication and  coordination  between  CRS  and 
the  local  medical  home.  Providers  in  Columbia 
were  also  concerned  about  medical  homes  for 
CRS  patients  with  special  health  care  needs.  A 
medical  home  was  developed  on  the  USC  medi- 
cal school  campus  for  unattached  children  with 
special  needs,  staffed  by  a public  health  pediatric 
nurse  practitioner  and  an  administrative  nurse 
coordinator. 

Evaluation  of  the  Partnerships:  In  the  fall  of 
1996,  planners  and  providers  sat  down  to  discuss 
the  effectiveness  of  the  strategies  created  to  im- 
prove access.  Evaluation  proved  difficult  from 
many  angles.  Although  all  plans  had  the  same 
goal  in  common,  each  employed  a different  meth- 
odology in  response  to  individual  community 
needs  and  resources.  Furthermore,  during  the 
project’s  two-and-a-half  years,  unrelated  changes 
in  several  communities  affected  local  capacity  to 
provide  Medicaid  medical  homes.  Additionally, 
no  qualitative  processes  had  been  instituted  to 
assess  clinicians’  reported  observations  that  the 
quality  of  the  medical  home  services  available  to 
Medicaid  families  had  improved. 

In  late  1996,  individuals  from  DHEC,  the  Uni- 
versity of  South  Carolina,  and  the  private  sector 
met  to  consider  how  best  to  gather  data  on  the 
project’s  effectiveness.  One  of  the  evaluative  steps 
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Community: 

Ham.  Lan.  Eas.  Col. 

Did  the  public-private  partnership  result  in? 


increased  numbers  of  medical  homes  for 


Medicaid  children? 

yes 

yes 

yes 

yes 

improved  access  to  medical  homes  for  children? 

yes 

yes 

yes 

yes 

decreased  geographic  barriers  to  medical  home  access? 
expanded  number  of  Medicaid  children  in  private 

yes 

no 

yes 

no 

medical  homes? 

yes 

yes 

yes 

no 

decreased  fragmentation  of  care  for  Medicaid  children? 

yes 

yes 

yes 

yes 

more  medical  homes  for  children  with  special  needs? 
integrated  public  and  private  sector  services  for  children 

yes 

yes 

no 

yes 

with  special  needs? 

yes 

no 

no 

yes 

decreased  perinatal  mortality  within  the  community? 
improved  relationships  between  public  and  private 

dk1 

dk 

dk 

yes 

providers? 

yes 

yes 

yes 

yes 

further  collaborative  projects? 

'dk  stands  for  don’t  know. 

yes 

yes 

no 

no 

Table  1 . Results  of  Focus  Group  Interviews 


developed  was  focus  groups  at  each  site  to  elicit 
providers’  impressions  of  the  programs  they  had 
initiated.  At  each  location,  the  project’s  public 
and  private  providers  met  individually  to  provide 
information.  The  responses  from  both  public  and 
private  providers  were  very  similar. 

Providers  were  first  asked  if  general  access  to 
medical  care  for  Medicaid  children  had  improved 
in  their  communities,  and  if  so,  for  what  reasons. 
They  then  were  asked  to  identify  the  roles  that 
their  particular  programs  had  played  in  improv- 
ing access.  Specific  questions  were  formulated 
to  assess  whether  each  site  had  accomplished  the 
project  objectives  outlined  in  Table  1.  Lastly,  par- 
ticipants were  asked  whether  they  would  recom- 
mend these  public-private  initiatives  to  their 
colleagues  and  were  queried  as  to  potential  do’s 
and  don’ts  for  those  involved  in  similar  endeav- 
ors. (Table  1) 

Increased  numbers  of  medical  homes  for  Med- 
icaid children?:  Increasing  the  number  of  medi- 
cal homes  for  children  with  Medicaid  was  a top 
priority  of  health  department  officials  involved  in 
creating  the  public-private  partnership  project. 


Focus  group  results  showed  universal  agreement 
among  all  providers  that  this  goal  was  achieved, 
albeit  by  various  techniques.  Health  department 
officials  also  were  interested  in  determining 
whether  an  increase  in  the  number  of  medical 
homes  could  be  associated  with  decreases  in  the 
target  counties’  perinatal  mortality  rates.  During 
the  time  period  in  question,  a dramatic  statewide 
decrease  in  the  perinatal  mortality  rate  occurred, 
but  most  of  the  local  providers  hesitated  to  take 
credit  for  this  improvement  based  solely  on  their 
activities.  Providers  in  Columbia  stated  that  they 
believed  there  was  a link,  but  clinicians  in  other 
communities  thought  that  there  was  insufficient 
data  to  draw  such  a conclusion. 

Local  partnership  responses  in  the  focus  groups 
reflected  their  own  goals  as  they  worked  to  for- 
mulate site-specific  strategies  to  improve  access. 
For  instance,  the  Hampton-Beaufort  site  identi- 
fied geographic  barriers  to  care  as  a major  im- 
pediment to  child  health  care  access  in  the  Low 
Country  Health  District.  Easley  identified  the 
capacity  of  the  system  to  accommodate  Medicaid 
patients  as  their  primary  focus.  Lancaster’s  part- 
nership addressed  capacity  as  well,  and  also  fo- 
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cused  on  care  coordination  and  care  fragmenta- 
tion. Columbia  and  Hampton-Beaufort  both  tar- 
geted the  unique  barriers  faced  by  children  with 
special  needs.  In  some  cases,  strategies  directed 
at  one  barrier  resulted  in  unintentional  but  posi- 
tive impacts  on  another.  The  Easley  partnership, 
for  example,  reported  that  its  focus  on  system  ca- 
pacity affected  geographic  barriers  by  decreasing 
the  number  of  patients  who  formerly  had  to  travel 
to  Greenville  for  care.  Partnership  efforts  were  not 
always  successful.  The  public  health  nurse  com- 
ponent of  the  Hampton  project  initially  was  poorly 
defined  and  the  person  originally  hired  left  in  frus- 
tration. After  re-defining  the  role  of  the  public 
health  nurse,  she  has  become  an  integral  part  of 
the  health  care  team. 

One  particularly  gratifying  consequence  of  the 
partnerships  was  the  strong  relationship  that  de- 
veloped between  private  practitioners  and  their 
public  health  colleagues.  Working  together  en- 
hanced each  group’s  appreciation  for  the  contri- 
butions of  the  other,  and  culminated  in  a 
willingness  to  consider  further  affiliations.  In 
Beaufort,  two  new  collaborations  evolved  directly 
from  the  project:  a family  support  initiative  to 
place  a public  health  nurse  in  the  private  pediatric 
office  (modeled  after  the  Lancaster  program),  and 
a collaboration  between  the  school  system  and  the 
public-private  health  partners  to  provide  compre- 
hensive infant  well  child  care  in  a group  format 
on  a school  campus.  In  Lancaster,  the  partner- 
ship resulted  in  a new  effort  to  link  pediatricians 
with  the  school  system,  the  health  department,  and 
the  University  to  provide  a broad  array  of  services 
to  children. 

Do’s  and  Don’ts:  The  local  providers  involved 
with  the  South  Carolina  partnerships  had  several 
recommendations  for  those  considering  similar 
endeavors.  They  suggested  that  partners  should: 

• have  a clear  understanding  of  each  partner’s 
role(s)  from  the  start. 

• provide  time  for  on-going  collaboration. 

• remember  that  communication  is  essential. 

• be  flexible  as  to  strategies,  moving  on  when 
specific  ideas  don’t  work. 

• share  an  equal  commitment  to  making  the 
partnership  work. 


• develop  a trusting  relationship  and  build  on  it 
with  further  collaboration. 

• let  local  participants  make  local  decisions  at  the 
community  level. 

• get  broad-based  support  from  the  community. 

• use  charisma  where  it’s  found:  the  programs  in 
this  partnership  that  worked  the  best  had  a 
charismatic  person  who  took  the  initiative  to 
make  sure  partners  moved  into  their  new  roles 
successfully  and  stayed  on  target. 

Summary:  We  have  described  a process  in  which 
one  state’s  public  health  leaders  provided  a large 
degree  of  flexibility  at  the  community  level  to 
improve  pediatric  health  care  access  for  children 
in  need.  This  “room-to-wiggle”  allowed  program 
providers  to  tailor  their  programs  to  the  specific 
needs  of  their  communities  while  remaining  faith- 
ful to  the  statewide  goals.  Among  the  most  prom- 
ising outcomes  of  the  coordinated  efforts  to  forge 
public-private  partnerships  is  the  continuation  of 
the  relationships  that  developed  in  the  process  and 
the  further  collaborations  they  have  spawned.  □ 
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1835-1895 
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The  natural  beauty  and  diversity  of  South  Carolina 
has  made  this  state  a haven  for  the  study  and 
appreciation  of  nature.  The  first  settlers  marveled 
at  the  wilderness.  Early  naturalists  such  as  Mark 
Catesby,  William  Bartram  and  John  James 
Audubon  traveled  extensively  in  the  state, 
beautifully  recording  their  observations.  During 
the  18th  and  19th  centuries,  South  Carolina, 
particularly  Charleston,  became  a major  center  for 
the  study  of  natural  history.  Thomas  C.  Johnson 
wrote  in  1936,  “If  it  is  ever  safe  to  imply  that  the 
people  of  a given  geographical  area  are 
predominately  possessed  of  a definite  intellectual 
trait,  we  may  venture  to  assert  that  a delight  in  the 
observation  of  natural  phenomena  and  a somewhat 
naive  curiosity  about  the  forces  of  nature  have 
been  from  the  very  beginning  characteristics  of 
the  people  of  the  Southern  States.” i 

Much  of  the  study  and  discovery  in  natural 
history,  from  the  colonial  period  to  the  War 
Between  the  States,  was  performed  by  physicians 
in  their  leisure  time.  “The  prominence  of 
physicians  in  natural  history  was  no  accident  and 
resulted  from  the  medical  training  of  the  day  which 
afforded  an  introduction  to  the  study  of  the  science 
of  nature  . . . These  studies  were  seldom  profound, 
but  they  did  provide  the  best  academic  foundation 
available  in  natural  history,  and  often  stimulated 
continuing  interest  and  study.”2  Botany  held  great 
importance  in  antebellum  medicine  and  while 
many  physicians  became  well-known  botanists, 
few  were,  in  their  knowledge  and  interest,  limited 
only  to  this  area  of  natural  history. 

In  Natural  History  and  the  American  Mind , 
William  Smallwood  states  that  “the  naturalist’s 
period  in  America  covered  roughly  the  century 
and  more  from  1725  to  1840  or  1850"  and 
“reached  its  climax  in  the  period  1830-40. ”3  The 
period  from  1835  to  the  Civil  War  was  a 
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particularly  active  and  productive  time  for  South 
Carolina  physician-naturalists.  Men  such  as  John 

E.  Holbrook,  Edmund  Ravenel,  Robert  W.  Gibbes, 

F.  Peyre  Porcher,  St.  Julien  Ravenel,  and  Lewis 
R.  Gibbes  were  physicians  who  lived  and  worked 
in  South  Carolina  during  the  climactic  period  of 
natural  history.  The  well  known  naturalist  and 
physician,  Louis  Agassiz,  spent  two  winters  in 
Charleston  lecturing  at  the  Medical  College  and 
in  the  community.  While  in  Charleston,  Agassiz 
befriended  a number  of  the  South  Carolina 
physician-naturalists.  John  Bachman  and  Henry 
William  Ravenel  were  closely  associated  with  this 
group  of  physician-naturalists,  though  they  were 
not  physicians  themselves.  These  men  made 
many  lasting  contributions  to  both  South  Carolina 
medicine  and  natural  history.  Before  examining 
their  lives  and  influence,  three  of  the  early 
physician-naturalists  who  largely  shaped 
American  natural  history  and  provided  a base  for 
South  Carolina  natural  historians,  Drs.  Alexander 
Garden,  J.  L.  E.  W.  Shecut,  and  Stephen  Elliott, 
should  be  introduced. 

Dr.  Alexander  Garden  (1725-1791)  was  bom 
and  educated  in  Scotland.  He  arrived  in  South 
Carolina  in  April  1752  and  began  a medical 
practice  in  Prince  William’s  Parish  but,  due  to  an 
illness,  moved  north  for  two  years  shortly  after 
his  arrival.  Dr.  Garden  was  a scholar  in  many 
fields,  though  “his  attention,  when  the  duties  of 
his  profession  permitted  any  relaxation,  was 
chiefly  to  the  study  of  natural  history  and 
particularly  to  that  branch  which  is  called 
botany.”4  Upon  returning  to  South  Carolina  in 
1755,  he  accompanied  Governor  James  Glen  on 
an  expedition  to  Cherokee  country.  He  made 
many  discoveries  of  flora  and  fauna  in  that  part 
of  the  state  about  which  little  was  known. 

While  living  in  the  North,  Garden  met  and 
began  correspondence  with  other  natural 
historians  such  as  Cadwallader  Colden  and  John 
Bartram.  It  was  through  his  friendship  with  the 
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British  naturalist,  John  Ellis,  that  Dr.  Garden  began 
collecting  for  and  corresponding  with  the  great 
Swedish  botanist  Linnaeus.  In  1761  Linnaeus 
showed  his  appreciation  for  Dr.  Garden  by  giving 
his  name  to  the  beautiful  Gardenia.  His 
international  respect  was  again  acknowledged 
when  he  was  elected  into  the  Royal  Society  of 
London  in  1773.  He  was  the  only  member  from 
Carolina  and  in  1783  became  vice-president  of 
that  prestigious  society.  Dr.  Garden  is  credited 
with  the  descriptions  of  three  new  genera  of  plants, 
two  new  genera  of  fish,  and  sixty  new  species  of 
serpents,  insects  and  fish.5  He  returned  to  England 
after  the  Revolution  and  died  in  1791.  His  many 
accomplishments  in  the  realm  of  natural  history 
began  a trend  that  was  to  last  a hundred  years. 6 

In  the  wake  of  Alexander  Garden,  Dr.  John 
Lewis  Edward  Whitridge  Shecut  (1770-1836) 
practiced  medicine  in  Charleston  and  in  1806 
published  The  Flora  Carolinaensis,  or  a 
Historical,  Medical,  and  Economical  Display  of 
the  Vegetable  Kingdom  according  to  the  Linnaean 
or  Sexual  System  of  Botany.1  Wilson  Gee  called 
it  “the  most  extensive  work  on  botany  of  the  state 
published  up  to  that  time.”8  In  his  1819  Medical 
and  Philosophical  Essays 9,  Dr.  Shecut  attempted 
to  prove  that  yellow  fever  is  caused  by  electrical 
variations  in  the  atmosphere.  He  also 
experimented  with  the  use  of  electricity  in  the 
treatment  of  disease.  Dr.  Shecut  was  among  the 
founding  members  of  the  Literary  and 
Philosophical  Society  of  South  Carolina  which 
was  organized  in  18 134  o Dr.  Shecut  recorded  that 
“the  objects  of  this  Society  were  to  be,  primarily, 
the  collection,  arrangement  and  preservation  of 
specimens  in  natural  history;  and  of  things  rare, 
antique,  curious  and  useful;  and  secondarily,  the 
promotion  and  encouragement  of  the  arts,  sciences 
and  literature,  generally.”! 1 

A contemporary  of  Shecut,  Dr.  Stephen  Elliott 
(1771-1830)  was  a highly  regarded  botanist  who 
devoted  all  of  his  leisure  time  to  the  study  of 
natural  history.  From  1816-1 824,  Dr.  Elliott  wrote 
and  published  the  elaborate  Sketch  of  the  Botany 
of  South  Carolina  and  Georgia 12,  one  of  the 
classics  of  American  botany.  A number  of  plants 
bear  his  name  including  the  shrub  Elliotia. 
Although  Dr.  Elliott  never  attended  medical 
school,  he  was  bestowed  an  honorary  M.D.  by  the 


newly  formed  Medical  College  of  South  Carolina. 
He  was  instrumental  in  securing  a charter  from 
the  state  legislature  for  the  establishment  of  the 
school  which  opened  with  him  as  the  chair  of 
Natural  History  and  Botany  in  1824.  Dr.  Elliott 
was  enthusiastically  elected  as  the  first  president 
of  the  Literary  and  Philosophical  Society  of  South 
Carolina  in  1814.13  He  died  suddenly  in 
Charleston  in  1830.  His  accomplishments  and 
dedication  to  natural  history  in  South  Carolina 
were  recognized  when,  in  1853,  the  Elliott  Society 
of  Natural  History  was  named  in  his  honor.  14 

Of  the  physician-naturalists  active  between 
1830  and  1865,  John  Edwards  Holbrook  is  most 
notable.  He  was  bom  in  Beaufort,  South  Carolina 
on  December  30,  1794,  to  Silas  Holbrook,  from 
Massachusetts,  and  Mary  Edwards  of  South 
Carolina.  His  family  soon  moved  to  Wrentham, 
Massachusetts  where  he  spent  his  childhood.  Dr. 
Holbrook  attended  Brown  University,  receiving 
his  A.B.  degree  in  1815,  and  University  of 
Pennsylvania  where  he  was  awarded  his  M.D.  in 
1818.  After  a brief  time  in  private  practice  in 
Boston,  he  traveled  to  Europe.  He  studied 
medicine  in  Edinburgh  for  two  years  and  spent 
two  more  years  in  England,  France,  and  Germany. 
Dr.  Holbrook’s  time  in  Paris  largely  impacted  his 
career  as  he  studied  at  the  Jardin  des  Plantes  and 
formed  friendships  with  the  European  zoologists 
Cuvier,  Valenciennes,  Dumeril,  and  Bibron.  Dr. 
Holbrook  returned  to  the  States  in  1 822  and  began 
a private  practice  in  Charleston,  South  Carolina. 
His  personal  charm  and  bedside  manner  were 
well-received  and  in  1827,  he  wed  Harriott 
Pinckney  Rutledge,  a daughter  of  prominent 
Charleston  families. 

When  the  Medical  College  of  South  Carolina 
was  organized  in  1824,  Dr.  Holbrook  was 
appointed  as  the  first  chair  of  anatomy,  a position 
in  which  he  served  for  thirty  years.  Upon  his 
resignation,  the  Charleston  Medical  Journal  and 
Review  reported  that  “as  a lecturer  on  anatomy, 
Dr.  Holbrook  probably  had  no  superior  anywhere. 
His  knowledge  of  Human  and  comparative 
Anatomy,  and  his  acquaintance  with  the  laws  of 
stmcture  and  organic  development  were  profound, 
accurate  and  philosophical.”^  His  students  not 
only  gained  insight  of  the  human  body,  but  “he 
inspired  his  students  with  a love  of  nature,  and 
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made  them  indeed,  in  not  a few  instances, 
naturalists  and  men  of  science,  as  well  as 
physicians. 

Dr.  Holbrook’s  great  accomplishment  as  a 
naturalist  was  the  five  volume,  North  American 
Herpetology;  or,  a Description  of  the  Reptiles 
Inhabiting  the  United  States 47  Work  on  this  text 
was  begun  in  the  1820’s  with  the  first  volume 
published  in  1836. 18  Two  more  volumes  followed 
in  1838.  Dr.  Holbrook  revised  his  methods  and 
in  1842,  a five  volume  set  under  the  same  title, 
was  published.  A network  consisting  of 
herpetologists,  naturalists,  physicians,  and 
amateurs  throughout  the  country  had  been  used 
by  Dr.  Holbrook  to  obtain  specimens.  His  desire 
for  a high  quality  work  led  him  to  demand  that  all 
illustrations  be  in  color  and  drawn  from  live 
examples.  Dr.  Holbrook  himself  collected  reptiles 
in  every  state  from  Maine  to  Georgia  and  is 
credited  with  naming  twenty-nine  new  species. 
Nine  years  after  the  publication  of  North  American 
Herpetology , Dr.  Holbrook  was  declared  “Father 
of  American  Herpetology,”  a title  which  he  holds 

today.  19 

In  the  late  1840’s  and  1850’s  Dr.  Holbrook 
turned  his  attention  to  publishing  a work  on 
southern  fish.  One  volume  of  Southern 
Ichthyology ; or  a Description  of  the  Fishes 
Inhabiting  the  Waters  of  South  Carolina,  Georgia, 
and  Florida 20  was  released  in  1847.  Realizing 
the  size  of  the  task  he  had  undertaken,  he  narrowed 
his  scope,  publishing  Ichthyology  of  South 
Carolina 21  in  1855.  Before  the  set  was  complete, 
however,  a fire  at  the  publishers  destroyed  the 
plates  and  stones.  Dr.  Holbrook  recalled  the  first 
edition  and,  in  1860,  issued  a revised  edition  that 
was  superior  to  the  first  and  on  par  with  his 
herpetology  text. 

Dr.  Holbrook’s  scientific  career  ended  when 
the  shots  were  fired  on  Fort  Sumter.  During  the 
war,  he  served  as  the  chairman  of  the  Examining 
Board  of  Surgeons  for  the  State  of  South  Carolina 
and  was  a medical  officer  in  the  Confederate 
Army.  Charleston  was  ransacked  during  the  war 
and  all  of  Dr.  Holbrooks ’s  papers  were  lost.  He 
experienced  an  even  greater  loss,  that  of  his 
beloved  wife,  in  1863.  After  the  war,  Dr.  Holbrook 
retired  to  Massachusetts  where  he  had  spent  his 
summers.  He  died  in  his  sister’s  home  on 


September  8, 1871.  A month  later,  Dr.  Holbrook’s 
friend  and  famous  physician-naturalist,  Louis 
Agassiz,  delivered  a eulogy  before  the  Boston 
Society  of  Natural  History.  He  praised  Dr. 
Holbrook  saying: 

The  death  of  Dr.  Holbrook  has  been 
deeply  felt  by  a very  large  circle  of 
friends,  and  by  those  who  are 
acquainted  with  the  history  of  science 
during  the  last  fifty  years.  But  highly 
as  he  was  appreciated  by  all  to  whom 
he  was  personally  known,  and  by  his 
scientific  peers  and  colleagues, 
America  does  not  know  what  she  has 
lost  in  him,  nor  what  she  owed  to  him. 

A man  of  singularly  modest  nature, 
eluding  rather  than  courting  notice, 
he  nevertheless  compelled  European 
recognition  of  American  science  by 
the  accuracy  and  originality  of  his 
investigations.  I well  remember  the 
impression  made  in  Europe  more  than 
five  and  thirty  years  ago,  by  his  work 
on  the  North  American  reptiles. 

Before  then,  the  supercilious  English 
question,  so  effectually  answered 
since,  “Who  reads  an  American 
book?”  might  have  been  repeated  in 
another  form,  “Who  ever  saw  an 
American  scientific  work?”  But 
Holbrook’s  elaborate  history  of 
American  Herpetology  was  far  and 
above  any  previous  work  on  the  same 
subject.  In  that  branch  of 
investigation  Europe  had  at  that  time 
nothing  which  could  compare  with 
it. 22 

Dr.  Holbrook  left  no  children,  but  his  legacy 
lives  on  in  the  magnificent  works  in  natural  history 
as  well  as  in  his  contributions  to  South  Carolina 
medical  education.23 

Dr.  Edmund  Ravenel  was  bom  in  Charleston 
on  December  8, 1797,  a direct  descendent  of  Rene 
Ravenel,  the  French  Huguenot  emigrant.  He  was 
educated  in  Charleston  and  took  his  medical 
training  at  the  University  of  Pennsylvania, 
receiving  an  M.D.  in  1819  with  a thesis  on 
“Dropsy.”  He  started  a private  practice  in 
Charleston  and  was  one  of  the  founders  of  the 
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Medical  College  in  1 824.  Ravenel  was  appointed 
to  the  first  faculty  in  the  chair  of  chemistry  and 
pharmacy.  He  served  as  the  dean  from  1829  to 
1834,  when  he  retired  to  his  country  home,  “The 
Grove,”  with  complaints  of  failing  health.  He 
remained  there  as  a planter  until  his  return  to 
Charleston  after  the  War  Between  the  States. 

Dr.  Ravenel  spent  his  summers  on  Sullivan’s 
Island,  running  a practice  and,  in  his  leisure  time, 
collecting  sea  shells.  His  hobby  of  shell  collecting 
resulted  in  one  of  the  finest  collections  of  the  day. 
The  catalogue  of  his  collection,  containing  over 
3,500  shells,  was  published  in  1834  and  was  the 
first  of  its  kind  in  America.  The  collection  is  still 
intact  at  The  Charleston  Museum.  Dr.  Ravenel 
was  regarded  as  a pioneer  of  conchology  in  the 
United  States  and  corresponded  with  other 
authorities  in  the  field.  His  interests  in  natural 
history  led  to  his  role  in  the  founding,  along  with 
other  Charleston  physicians  and  naturalists,  of  the 
Elliott  Society  of  Natural  History  in  1853.  At  the 
first  meeting,  he  was  elected  a vice-president  and 
remained  in  that  position  until  his  death.  Many 
papers  published  by  Dr.  Ravenel  appear  in  the 
Proceedings  of  the  Elliott  Society  as  well  as  in  the 
Proceedings  of  the  Academy  of  Natural  Sciences. 
Two  medical  writings  were  attributed  to  Dr. 
Ravenel,  “The  Advantages  of  a Sea-Shore 
Residence  in  the  Treatment  of  Certain  Diseases, 
and  the  Therapeutic  Employment  of  Sea  Water”24 
and  “On  the  Medical  Topography  of  St.  John’s, 
Berkeley,  S.  C.,  and  its  Relation  to  Geology. ”25 
Dr.  Ravenel,  nearly  blind  in  his  later  years,  died 
at  his  home  in  Charleston  on  July  27,  1870.26 

Though  the  hub  of  scientific  investigation  was 
in  Charleston,  physician-naturalists  were  active 
elsewhere  in  the  state.  Robert  Wilson  Gibbes,  a 
physician,  paleontologist,  ornithologist,  historian, 
and  publisher,  was  noted  for  his  capability  in  many 
fields.  Though  bom  in  Charleston  on  July  8, 1809, 
he  lived  most  of  his  life  in  Columbia,  South 
Carolina.  After  his  graduation  in  1827  from  South 
Carolina  College,  Dr.  Gibbes  was  elected  assistant 
professor  of  chemistry,  geology,  and  mineralogy 
at  that  institution.  His  medical  studies  continued 
and  in  1834,  he  received  his  M.D.  from  the 
Medical  College  of  the  State  of  South  Carolina. 
Resigning  his  professorship,  he  commenced 
private  practice  in  Columbia.  Dr.  Gibbes  was 


twice  a delegate  to  the  American  Medical 
Association  and  served  as  president  of  the  South 
Carolina  Medical  Association  in  1857  and  1858. 
He  acted  as  mayor  of  Columbia  for  two  terms  and 
from  1852-1860,  owned,  edited,  and  published  a 
daily  newspaper,  the  South  Carolinian.  He  was 
also  a noted  historian,  publishing  the  three  volume 
Documentaiy  Histoiy  of  the  American  Revolution 
27  in  1853.  Medical  works  included  the  book, 
Cuba  for  Invalids 28,  which  was  published  after 
his  return  from  that  country,  where  he  had  been 
recovering  from  respiratory  difficulties. 

Remarkably,  Dr.  Gibbes  found  the  time  to 
pursue  his  scientific  interests  in  paleontology, 
geology,  mineralogy,  and  conchology.  Dr.  Gibbes 
submitted  many  papers  to  scientific  journals 
including  the  Journal  of  the  Academy  of  Natural 
Sciences  and  Smithsonian  Contributions.  He 
maintained  correspondence  with  the  distinguished 
physician-naturalist  Samuel  G.  Morton  of 
Philadelphia  and  participated  in  scientific  debate 
about  the  origins  of  man.  He  was  nationally 
known  for  his  work  with  fossils,  many  of  which 
were  found  in  the  marl  mines  of  the  South  Carolina 
Lowcountry.  Louis  Agassiz  encouraged  Dr. 
Gibbes  to  classify  and  report  on  his  extensive 
collection  of  shark’s  teeth.  “Monograph  of  the 
Fossil  Squalidae  of  the  United  States”  was,  thus, 
published  in  1848  and  from  his  collection,  six  new 
species  were  identified.29 

Dr.  Gibbes,  like  many  of  his  physician 
contemporaries,  was  called  for  service  in  the 
Confederate  Army.  He  had  held  the  position  of 
surgeon  general  for  the  state  of  South  Carolina 
since  1850  and  was  reappointed  in  that  role  during 
the  War.  Sherman’s  march  on  Columbia  resulted 
in  the  loss  of  his  prized  collections  of  fossils, 
shells,  stones,  autographs,  and  coins,  as  well  as 
other  personal  belongings.  Dr.  Gibbes  “died  full 
of  loneliness  and  despair”  a few  months  after  the 
end  of  the  War  on  October  15,  1866.30 

Back  in  Charleston,  another  Gibbes  was  to  be 
found  engaged  in  scientific  study.  Lewis  Reeve 
Gibbes  was  the  most  versatile  of  the  19th  century 
physician-naturalists.  He  was  bom  in  Charleston 
on  August  14,  1810,  a descendant  of  South 
Carolina  Governor  Robert  Gibbes.  His  early 
education  was  obtained  at  the  Grammar  School 
of  the  University  of  Pennsylvania  in  1821  and 
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1822;  and  at  Pendleton  Academy  in  Pendleton, 
South  Carolina  from  1823  to  1827.  He  graduated 
with  highest  honors  from  South  Carolina  College 
in  1829.  He  began  his  study  of  medicine  in 
Pendleton  and  in  Charleston  but  in  1831,  he 
assumed  a position  as  a tutor  in  mathematics  at 
South  Carolina  College.  While  in  Columbia,  he 
enjoyed  the  study  of  area  flora  and  in  1835, 
published  “A  Catalogue  of  the  Phaenogamous 
Plants  of  Columbia,  S.C.  and  Its  Vicinity, ”31 
containing  about  900  species.  Dr.  Gibbes  returned 
to  Charleston  in  1835  and  completed  his  M.D.  at 
the  Medical  College  of  the  State  of  South  Carolina 
in  1 836.  He  then  spent  two  years  studying  in  Paris, 
frequently  visiting  the  Jardin  des  Plantes. 

Returning  to  South  Carolina  in  1837,  Dr. 
Gibbes  never  practiced  medicine  but  ventured  in 
a variety  of  other  scientific  endeavors.  Months 
after  his  return,  he  was  elected  professor  of 
Mathematics  at  the  College  of  Charleston  and 
stayed  in  that  position  for  fifty-four  years.  It  is 
said  of  Dr.  Gibbes  that  “while  his  favorite  study 
was  astronomy,  he  was  at  home  in  almost  every 
branch  of  modem  science.  The  variety  of  his 
knowledge  was  as  remarkable  as  its  range.  Natural 
history  was  a branch  which  he  eagerly  pursued, 
and  in  which  he  was  the  colleague  of  Agassiz,  of 
Holbrook  and,  of  Bachman.  As  an  astronomer, 
he  made  many  practical  calculations.  Next  to 
astronomy,  botany  engrossed  his  affections.  His 
mind  possessed  the  range  of  the  telescope,  the 
accuracy  of  the  microscope,  and  the  variety  of  the 
kaleidoscope. ”32  He  was  a prolific  writer  and 
published  papers  on  many  subjects,  a number  of 
which  may  be  found  in  the  Proceedings  of  the 
Elliott  Society  of  Natural  Histoiy,  the  organization 
for  which  Dr.  Gibbes  ably  served  as  the  president 
for  37  years. 33  He  was  also  a member  of  the 
American  Association  for  the  Advancement  of 
Science,  acting  as  general  secretary  in  1850  when 
the  annual  meeting  took  place  in  Charleston.34 

Dr.  Gibbes  and  his  wife,  Anna  Barnwell 
Gibbes,  had  nine  children.  He  died  on  November 
21,  1894,  at  his  home  in  Charleston. 35  The  wife 
of  a Yale  professor  who  knew  and  admired  Dr. 
Gibbes  said  of  his  burial  spot,  “now  he  lies  at  rest 
under  the  live  oaks  and  magnolias,  and  the  little 
plants  he  loved  and  knew  so  well  will  bloom  above 
him,  and  the  stars  he  traced  in  their  courses  will 


shine  down  upon  him  in  the  earth  of  his  own  well- 
beloved  and  native  land. ”36 

Dr.  St  Julien  Ravenel,  a relative  of  Dr.  Edmund 
Ravenel,  was  bom  in  Charleston  on  December  15, 
1819,  to  John  Ravenel  and  Elizabeth  Ford 
Ravenel.  His  childhood  was  spent  in  Charleston 
and  Morristown,  New  Jersey,  the  home  of  his 
mother.  Dr.  J.  E.  Holbrook  instmcted  young  St. 
Julien  in  medicine  prior  to  his  graduation  from 
the  Medical  College  of  the  State  of  South  Carolina 
in  1840.  He  then  traveled  to  Philadelphia  and 
Paris,  continuing  his  study  of  medicine,  before 
starting  his  private  practice  in  Charleston  in  1842. 
In  that  same  year,  he  was  elected  demonstrator  in 
anatomy  at  the  Medical  College  and  also  became 
known  as  a skillful  diagnostician. 

Encouraged  to  pursue  his  scientific  interests  by 
his  mentors,  Holbrook  and  Louis  Agassiz,  Dr. 
Ravenel  abandoned  his  medical  practice  in  1852 
to  dedicate  his  time  to  chemistry.  Most  of  his  work 
was  performed  in  the  field  of  agricultural 
chemistry,  where  he  contributed  greatly  to 
improving  agricultural  conditions  in  the  state.  In 
1856,  he  began  producing  lime  from  the  marl 
found  around  his  home  at  Stoney  Point.  South 
Carolina  was  spared  from  post-War  commercial 
min  by  Dr.  Ravenel’s  discovery  of  the  phosphate 
deposits  around  Charleston  and  their  potential  as 
a source  for  fertilizer.  His  inventiveness  was 
applied  to  the  cause  of  the  southern  states  as  he 
designed  and  built  the  torpedo  boat  “Little  David” 
in  1863  to  maneuver  against  Federal  blockaders 
in  Charleston  Harbor.  Dr.  Ravenel  also  served 
the  Confederacy  as  surgeon  of  the  25th  South 
Carolina  Regiment  and  as  chemist  in  charge  of  a 
Columbia  laboratory  producing  medical  supplies. 

In  the  Centennial  Edition  of  the  Charleston 
News  and  Courier , a tribute  to  St.  Julien  Ravenel 
read:  “Dr.  Ravenel  was  man  of  rare  attainments. 
‘With  the  patience  and  divination  of  genius  he 
sought  in  the  great  laboratory  of  nature  the  secret 
of  her  creations.  These,  when  he  found,  he  did 
not  hoard  as  a miser  nor  guard  as  a private  treasure, 
but  scattered  broadcast  to  benefit  mankind.  In  an 
age  of  fierce  competition  and  greed  he  calmly 
pursued  his  studies  and  investigations,  not  for  the 
sake  of  profit,  but  for  the  cause  of  science  and  the 
welfare  of  his  fellow  men.  ’”37  Dr.  Ravenel  died 
on  March  1,  1882,  leaving  his  wife  of  31  years, 
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Harriet  Horry  Rutledge  Ravenel,  five  daughters 
and  four  sons. 3 8 

The  youngest  of  the  physician-naturalists  active 
in  South  Carolina  just  prior  to  the  War  Between 
the  States  was  Francis  Peyre  Porcher.  He  was  not 
yet  bom  when  Drs.  J.  E.  Holbrook  and  Edmund 
Ravenel  became  members  of  the  first  faculty  of 
the  Medical  College,  but  he  quickly  became  a 
prominent  figure  in  Southern  botany  and 
medicine.  Dr.  Porcher  was  bom  to  William  and 
Isabella  Porcher  in  St.  John’s,  Berkeley  County, 
South  Carolina  on  December  14,  1824  and  was, 
like  the  Ravenels,  of  Huguenot  descent.  His  future 
as  a physician-naturalist  was  foretold  in  his 
ancestry.  His  father,  William,  was  a physician  and 
his  mother,  Isabella  Peyre,  herself  an 
accomplished  botanist,  was  the  granddaughter  of 
the  famed  South  Carolina  botanist,  Thomas  Walter 
who  published  Flora  Caroliniana 39  in  1788. 

Young  Porcher  attended  Mt.  Zion  Academy  in 
Winnsboro,  South  Carolina;  then  proceeded  to 
achieve  an  A.  B.  degree  from  South  Carolina 
College  in  1844.  He  attended  the  Medical  College 
of  the  State  of  South  Carolina  and  graduated  with 
first  honor  in  1847.  His  thesis,  which  was 
published  by  the  faculty,  was  titled  “A 
MedicoBotanical  Catalogue  of  the  Plants  and 
Ferns  of  St.  John’s,  Berkeley,  South  Carolina.”40 
Dr.  Porcher  studied  for  two  years  in  France  and 
Italy  where  he  added  the  languages  of  those 
countries  to  his  knowledge  of  Greek  and  Latin. 

Upon  his  return  to  Charleston  in  1849,  Dr. 
Porcher  published  and  presented  “A  Sketch  of  the 
Medical  Botany  of  South  Carolina”4!  to  the 
American  Medical  Association.  Another  report 
was  made  to  the  AMA  in  1 854  on  “The  Medicinal, 
Poisonous,  and  Dietetic  Properties  of  the 
Cryptogamic  Plants  of  the  United  States.”42  The 
culmination  of  his  botanical  studies  was  in  the 
book,  Resources  of  Southern  Fields  and  Forests, 
Medical,  Economical,  and  Agricultural;  Being 
Also  a Medical  Botany  of  the  Confederate  States; 
with  Practical  Information  of  the  Useful 
Properties  of  Trees,  Plants,  and  Shrubs First 
published  in  1863  at  the  request  of  the  Surgeon 
General  of  the  Confederate  States,  the  work  was 
written  for  “the  Regimental  Surgeon  in  the  field, 
the  Physician  in  his  private  practice,  or  the  Planter 
on  his  estate.”44  Because  of  blockades,  medical 


supplies  were  short  both  on  the  battlefield  and  in 
the  homes  of  the  South.  Dr.  Porcher ’s  book  was 
so  enthusiastically  used  that  after  the  war,  a longer, 
revised  edition  was  published.^ 

Dr.  Porcher ’s  expertise  in  botany  did  not 
overshadow  his  mastery  of  medical  science.  He 
was  for  two  years  professor  of  clinical  medicine 
at  the  Medical  College  of  the  State  of  South 
Carolina;  he  was  then  elected  chair  of  materia 
medica  and  therapeutics  in  1874,  serving  in  that 
role  until  1891.  He  published  numerous  medical 
papers  including  ones  on  yellow  fever,  diseases 
of  the  heart,  typhoid,  and  malaria.  Dr.  Porcher 
was  especially  skilled  in  performing  paracentesis 
of  the  chest  wall  and  pericardium.40  In  1860,  he 
was  awarded  a $100  prize  by  the  South  Carolina 
Medical  Association  for  his  essay,  “Illustrations 
of  Disease  with  the  Microscope;  Clinical 
Investigations,  with  upwards  of  five  hundred 
original  drawings  from  Nature  and  one  hundred 
and  ten  Illustrations  in  Wood.”42  The  War 
unfortunately  cut  short  his  investigations  with  the 
microscope  which  could  have  propelled  him  to 
national  fame.48 

Dr.  Porcher  served  in  many  capacities  on  the 
local,  state,  and  national  levels.  He,  along  with 
Dr.  E.  Belin  Flagg  started  the  Charleston 
Preparatory  Medical  School  in  1852.  He  was  for 
five  years  editor  of  the  Charleston  Medical 
Journal  and  Review.  He  served  the  Confederacy 
as  a surgeon  with  the  Holcombe  Legion,  at  the 
Naval  Hospital  in  Norfolk,  Virginia,  and  at  the 
South  Carolina  Hospital  in  Petersburg,  Virginia. 
In  1872,  Dr.  Porcher  was  elected  president  of  the 
South  Carolina  Medical  Association  and,  in  1879, 
became  vice-president  of  the  American  Medical 
Association.  He  was  one  of  ten  Americans  invited 
to  attend  the  1890  Tenth  International  Medical 
Congress  in  Berlin.  An  active  member  and 
founding  curator  of  the  Elliott  Society  of  Natural 
History,  he  was  selected  a vice-president  in  1879. 
He  was  awarded  an  honorary  LL.  D.  from  the 
University  of  South  Carolina  in  1891. 

Dr.  Porcher  was  twice  married,  to  Virginia 
Leigh  in  1855  and,  after  her  death  in  1866,  to 
Margaret  Ward.  He  had  five  children  from  the 
first  marriage  and  four  from  the  second.  Despite 
a long  illness,  Dr.  Porcher ’s  mind  remained  keen 
until  his  death  November  19,  1895,  following  a 
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paralytic  stroke.  Dr.  Porcher  was  loved  and 
admired  in  medical,  natural  historical,  and  literary 
circles.  His  achievements  and  contributions  in 
those  areas  place  him  among  the  most  notable  of 
the  South  Carolina  physician-naturalists,  a breed 
that  died  with  him. 49 

Though  not  a South  Carolinian,  Louis  Agassiz 
was  a close  friend  and  mentor  to  many  of  the 
physician-naturalists  in  South  Carolina.  Bom  in 
Switzerland  in  1807,  Dr.  Agassiz  was  from  his 
youth  fascinated  with  many  aspects  of  natural 
history.  He  trained  at  Zurich  University, 
Heidelberg,  and  Munich  University  where  he 
completed  a Ph.D.  in  natural  history  in  1829, 
followed  by  an  M.D.  in  1 830.  By  the  age  of  thirty, 
he  was  friend  and  correspondent  with  many  of 
the  great  naturalists  of  the  day,  including,  Cuvier, 
Humboldt,  and  Lyell,  and  had  achieved 
international  recognition  for  his  work  in 
comparative  zoology,  paleontology,  and  geology. 
Through  his  friendship  with  Humboldt,  Dr. 
Agassiz  received  a grant  from  Frederick  William, 
IV,  King  of  Prussia  to  travel  to  the  United  States 
to  study  the  natural  history  of  the  country. 

Upon  his  arrival,  Dr.  Agassiz  embarked  on  a 
lecture  tour  that  brought  him  to  Charleston  in 
November  and  December  of  1 847.  He  ultimately 
settled  in  Boston  where  he  was  appointed  to  the 
chair  of  Zoology  and  Geology  at  Harvard, 
University.  As  a popular  lecturer  and  tireless 
researcher,  he  greatly  influenced  American  natural 
history.  Dr.  Agassiz’s  persuasive  abilities  enabled 
him  to  raise  funds  necessary  to  organize  the 
Museum  of  Comparative  Zoology  at  Harvard 
which  today  bears  his  name.  He  again  returned 
to  Charleston  in  the  spring  of  1 849  to  lecture  on 
glaciers. 

Dr.  Agassiz’s  connection  with  the  South 
Carolina  physician-naturalists  deepened  in  1850, 
when  the  American  Association  for  the 
Advancement  of  Science  met  in  Charleston. 
Papers  were  presented  by  Drs.  J.  E.  Holbrook, 
Edmund  Ravenel,  St.  Julien  Ravenel,  L.  R. 
Gibbes,  and  R.  W.  Gibbes,  as  well  as  five  by  Dr. 
Agassiz. 50  It  was  at  this  time  that  he  encouraged 
the  formation  of  a museum  of  natural  history  based 
on  the  old  museum  that,  at  that  time,  was  housed 
at  the  Medical  College.  His  high  regard  for  the 
Charleston  scientific  community  and  the 


friendships  formed  at  the  1850  meeting,  were 
surely  instrumental  in  Dr.  Agassiz’s  return  to 
Charleston  the  following  year. 

For  two  winters,  in  1851-52  and  1852-53,  Dr. 
Agassiz  lectured  both  at  the  Medical  College  of 
South  Carolina  and  in  the  Charleston  community. 
His  appointment  as  a professor  of  comparative 
anatomy  excited  the  faculty  and  the  lectures  in 
both  realms  were  well  attended.  He  continued 
his  research  in  natural  history,  living  and  operating 
a laboratory  on  Sullivan’s  Island.  Dr.  Agassiz’s 
wife,  Elizabeth  Cary  Agassiz,  said  of  their  home 
on  Sullivan’s  Island,  “There  could  hardly  be  a 
more  favorable  position  for  a naturalist,  and  there, 
in  the  midst  of  their  specimens,  Agassiz  and  his 
band  of  workers  could  constantly  be  found.  His 
studies  here  were  of  the  greater  interest  to  him 
because  they  connected  themselves  with  his 
previous  researches,  not  only  on  the  fishes,  but 
also  upon  the  lower  marine  animals  of  the  coast 
of  New  England  and  of  the  Florida  reefs;  so  that 
he  had  now  a basis  for  comparison  of  the  fauna 
along  the  whole  Atlantic  coast  of  the  United 
States. ”51  During  the  second  winter  term,  Dr. 
Agassiz  became  ill  while  spending  Christmas  at 
“Hollow  Tree,”  the  home  of  Dr.  and  Mrs. 
Holbrook.  He  convalesced  there  for  eight  weeks 
under  the  care  of  Dr.  St.  Julien  Ravenel.  He 
resigned  his  position  at  the  Medical  College  before 
returning  north  in  the  spring  of  1853.  Though  he 
had  intended  to  establish  a coastal  research  station 
in  South  Carolina,  his  delicate  state  of  health  and 
the  demands  of  his  work  in  Boston  prevented  his 
return. 

Dr.  Agassiz’s  time  in  Charleston,  though  short, 
no  doubt  encouraged  those  South  Carolinians 
interested  in  natural  history  and  lent  credibility  to 
the  good  work  being  done  there.  It  is  thought  that 
he  was  a major  stimulus  for  the  organization  of 
the  Elliott  Society  of  Natural  History  which  took 
place  soon  after  his  departure  in  1853.52  His  work 
in  natural  history  continued  with  the  publication 
of  the  four  volume  Contributions  to  the  Natural 
History  of  the  United  States  of  America  53  from 
1857-62.  He  died  in  Cambridge,  Massachusetts 
on  December  14,  1873.54 

Two  South  Carolina  naturalists  of  note  that 
were  not  physicians,  but  were  actively  involved 
with  the  physician-naturalist  group  in  the  mid- 
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1800’s  were  John  Bachman  and  Henry  William 
Ravenel.  Bachman  was  bom  in  New  York  in  1790 
and  educated  at  Williams  College  until  his 
withdrawal  during  his  senior  year  due  to  illness. 
In  1815,  he  became  the  pastor  at  St.  John’s 
Lutheran  Church  in  Charleston  and  remained  there 
until  his  death.  From  his  youth,  Bachman  had 
collected  and  admired  plants,  birds,  and  animals. 
In  1831,  Bachman  befriended  John  James 
Audubon,  who  was  then  making  collections  for 
his  Birds  of  America.  Their  very  close  relationship 
culminated  in  not  only  the  great  Viviparous 
Quadrupeds  of  North  America 55,  which  they 
jointly  authored,  but  also  two  marriages,  those  of 
Bachman’s  two  daughters  to  Audubon’s  two  sons. 
It  was  through  Bachman  that  many  of  the 
physician-naturalists  in  South  Carolina  became 
acquainted  with  Audubon. 

Bachman’s  scientific  endeavors  resulted  in 
works  such  as,  Experiments  Made  on  the  Habits 
of  Vultures  Inhabiting  Carolina 56  and  Catalogue 
ofPhenogamous  Plants  and  Ferns  Growing  in  the 
Vicinity  of  Charleston,  S.C.f 7 both  published  in 
1834,  and  in  1837,  Monograph  on  the  Hares  of 
America 58.  Bachman  was  deeply  involved  in  the 
debates  over  human  origins.  He  wrote  numerous 
books  and  articles  arguing  against  scientists  such 
as  Louis  Agassiz  that  blacks  and  whites  had  a 
common  ancestry  and  in  1850,  he  published  The 
Doctrine  of  Unity  of  the  Human  Race  Examined 
on  the  Principles  of  Science.^  Bachman  was  held 
in  high  regard  among  the  Charleston  naturalists 
as  evidenced  by  his  election  as  the  first  president 
of  the  Elliott  Society  of  Natural  History  in  1853. 
He  resigned  after  three  years  in  office  due  to  poor 
health.  Bachman  died  in  Charleston  on  February 
24,  1874.60 

Henry  William  Ravenel,  the  son  of  St.  John’s 
Parish  physician,  Henry  Ravenel,  became  one  of 
the  South’s  foremost  botanists  in  the  years 
surrounding  the  War  Between  the  States.  He  was 
bom  on  May  19,  1814,  and  his  childhood  was 
spent  at  his  family’s  plantation,  Pooshee.  After 
attending  the  Pineville  Academy,  he  studied  at 
South  Carolina  College,  graduating  in  December 
1832.  It  is  recorded  in  his  journal  that,  “it  had 
been  my  wish  to  study  medicine  as  a profession, 
but  my  father  advised  so  strongly  against  it  (as 
too  laborious  and  liable  to  exposure  for  what  he 


thought  my  weak  constitution)  that  I was 
reluctantly  obliged  to  give  it  up.”6i  Ravenel 
instead  became  a planter  and  devoted  his  spare 
time  to  the  study  of  plants,  with  particular  attention 
given  to  lichen,  mosses,  algae,  and  fungi.  Fungi 
Caroliniani  Exsiccati:  Fungi  of  Carolina 
Illustrated  by  Natural  Specimens  of  the  Species  62 
was  published  from  1 852- 1 860  in  five  “fascicles,” 
and  won  him  international  acclaim.  Between  1878 
and  1882,  he  expanded  the  work,  coauthoring 
Fungi  Americani  Exciccati  63  in  eight  volumes, 
with  Prof.  Mordecai  C.  Cooke  of  London.  At  the 
1 850  meeting  of  the  American  Association  for  the 
Advancement  of  Science,  Ravenel  delivered  the 
first  paper  entitled,  “A  Catalogue  of  the  Natural 
Orders  of  Plants,  Inhabiting  the  Vicinity  of  the 
Santee  Canal,  S.C.,  as  Represented  by  Genera  and 
Species;  with  Observations  on  the  Meteorological 
and  Topographical  Conditions  of  that  Section  of 
the  Country.  ”64 

Though  he  moved  to  Aiken,  S.  C.  in  1853,  he 
remained  intimate  with  many  Charleston 
naturalists,  F.  P.  Porcher,  L.  R.  Gibbes,  Edmund 
Ravenel,  and  John  Bachman  among  them.  Shortly 
after  his  move,  he  was  elected  as  a curator  of  the 
Elliott  Society  of  Natural  History  at  its  inaugural 
meeting.  Ravenel  maintained  constant 
correspondence  with  friends  in  Charleston  as  well 
as  authorities  in  the  field  of  mycology  in  New 
England  and  Europe.  Ravenel  continued  his 
botanical  work  in  Aiken  and  served  as  botanist  to 
the  Department  of  Agriculture  of  South  Carolina 
until  his  death  on  July  17,  1887.65 

The  men  introduced  above  lived  during  an 
exciting  time  in  American  science.  The  natural 
history  of  the  young  nation  had  much  to  offer  the 
eager  scientist,  whether  he  be  professor,  planter, 
physician  or  preacher.  The  physician-naturalists 
living  in  South  Carolina  just  prior  to  and  after  the 
War  Between  the  States  were  in  a unique  position. 
Charleston  had  become  a major  center  for  the 
study  of  natural  history. 66  The  town  was  not  so 
large,  though,  that  men  purely  interested  in 
research  could  maintain  a career.  This  allowed 
the  physicians,  the  most  highly  trained  scientists 
in  the  area,  to  make  great  contributions  in  both 
medicine  and  natural  history. 

South  Carolina  medicine  benefitted  from  the 
efforts  of  a number  of  the  physician-naturalists, 
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the  most  lasting  contribution  being  the 
organization  of  the  Medical  College  of  the  State 
of  South  Carolina.  Of  the  seven  members  of  the 
original  faculty,  three  had  gained  reputations  as 
accomplished  naturalists  as  well  as  physicians.  Dr. 
John.  E.  Holbrook  was  the  first  professor  of 
anatomy  and  a herpetologist,  Dr.  Edmund 
Ravenel,  professor  of  chemistry  and  pharmacy  and 
a conchologist,  and  Dr.  Stephen  Elliott,  botanist 
and  professor  of  natural  history  and  botany.  Drs. 
T.  G.  Prioleau,  James  Ramsay,  Samuel  Henry 
Dickson,  and  Henry  R.  Frost  complete  the  seven. 
Aspiring  physicians  not  only  learned  to  care  for 
the  sick,  but  they  gained  an  appreciation  for  the 
world  around  them.  Many  students  from  the 
Medical  College  retained  a strong  and  active 
interest  in  natural  history  after  their  graduation. 
Drs.  F.  Peyre  Porcher,  L.  R.  Gibbes,  R.  W.  Gibbes, 
and  J.  H.  Mellichamp  are  among  the  most  well- 
known  in  this  group. 

In  their  quest  for  attaining  and  disseminating 
knowledge,  the  physicians  of  South  Carolina 
began  subscribing  to,  writing  for,  and  editing 
journals.  Johnson  points  out  that  “in  the  rural 
South,  with  a population  too  scattered  to  support 
purely  scientific  journals,  the  medical 
publications,  to  a certain  extent  quite  consciously, 
attempted  to  supply  the  lack  and  welcomed 
contributions  on  subjects  of  natural  science  only 
remotely,  or  not  at  all,  connected  with  medicine. ”67 
The  most  important  South  Carolina  journal  of  the 
time  was  The  Southern  Journal  of  Medicine  and 
Pharmacy,  started  in  1846  and,  in  1848,  becoming 
The  Charleston  Medical  Journal  and  Review. 
South  Carolina  physician-naturalists  also 
contributed  to  similar  journals  throughout  the 
United  States. 68 

Another  medium  for  the  sharing  of  ideas  and 
discoveries  was  through  membership  in  local, 
national,  and  international  societies.  Originally 
named  the  Antiquarian  Society,  the  Literary  and 
Philosophical  Society  of  South  Carolina  was 
started  in  Charleston  in  1 8 1 3 and  within  five  years, 
there  were  138  members.  Collections  were  made 
through  this  group  which  became  the  nucleus  for 
The  Charleston  Museum.  The  Society 
experienced  a decline  in  participation  and  waned 
to  extinction  in  the  early  1840’s. 69  Enthusiasm  for 
the  natural  sciences  again  peaked  in  Charleston 


in  1850  when  the  American  Association  for  the 
Advancement  of  Science  met  there.  In  1853,  the 
Elliott  Society  of  Natural  History  was  organized. 
At  the  opening  meeting  on  November  1,  Dr. 
Edmund  Ravenel  was  elected  a vice  president  and 
of  the  thirteen  curators  appointed,  ten  were 
physicians.70  These  same  physicians  were  active 
in  national  and  international  societies  as  well. 

The  great  strides  made  in  natural  history  from 
the  colonial  period  had  led  to  specialization  within 
the  many  branches  by  the  1840’s.  The  exploring 
naturalist  was  replaced  by  the  classifying 
naturalist,  which  included  most  of  the  physician- 
naturalists.  Further  specialization,  such  as  that 
by  Henry  William  Ravenel  in  the  field  of 
mycology,  left  little  room  for  the  physician  who 
pursued  the  study  of  natural  history  in  his  leisure 
time.  As  pharmacy  became  a recognized  field, 
botany  ceased  to  be  taught  in  the  medical  schools, 
denying  young  physicians  that  exposure  to  the 
natural  world.7i 

The  era  of  the  physician-naturalist  in  South 
Carolina  received  a fatal  blow  with  the  War 
Between  the  States.  There  was  no  time  for  the 
recreational  study  of  flora  and  fauna;  all  efforts 
were  directed  toward  the  cause  of  the  Confederacy. 
Drs.  J.  E.  Holbrook,  R.  W.  Gibbes,  F.  P.  Porcher, 
and  St.  J.  Ravenel  served  as  surgeons  in  the 
Confederate  Army,  among  other  contributions. 
For  the  Elliott  Society  of  Natural  History  and  Drs. 
Holbrook  and  R.  W.  Gibbes,  years  of  research  and 
collection  were  lost  as  Union  troops  ravaged  the 
South. 72 

Those  illustrated  here  are  only  the  better  known 
examples  of  physicians  who  were  fascinated  with 
the  beauty  and  diversity  of  their  natural 
surroundings.  The  period  between  1835  and  1860, 
produced  a group  of  physicians  in  South  Carolina 
who  participated  in  an  exciting  era  of  discovery 
and  description  of  American  natural  history. 
These  physician-naturalists  applied  their 
background  in  science  to  the  study  of  natural 
history  and,  in  some  cases,  became  world- 
renowned  for  their  avocation.  □ 
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MEDICARE  UPDATE 


CHANGES  IN  MEDICARE  FOR  1999 

Beneficiary  Coinsurance,  Deductible,  and 

Premiums 

Medicare  Part  A Hospital 

Deductible  $768  per  benefit  period  (first  60 
days  of  hospital  confinement) 

Coinsurance  $ 1 92  a day  for  the  6 1 st  day  through 
the  90the  day  of  each  benefit  period 
$384  a day  for  longer  than  90  days 

Medicare  Part  A Skilled  Nursing  Facility 

Coinsurance  $96.00  a day  for  the  2 1 st  through 
100th  day  of  each  benefit  period 

Medicare  Part  B 

The  Part  B deductible  remains  unchanged  from  1998. 

Deductible:  $100.00 

Monthly  Premium:  $45.50 


Physician  Interpretation  of  a Pap  Smear 
For  services  furnished  on  or  after  January  1, 1999,  sepa- 
rate payment  is  allowed  for  the  physician’s  interpreta- 
tion of  a pap  smear  for  any  patient  as  long  as:  (1)  The 
laboratory  screening  personnel  suspect  an  abnormal- 
ity; and  (2)  The  physician  reviews  and  interprets  the 
pap  smear. 

Conditions  for  Payment  of  Medical  Direction 
for  Anesthesia 

There  are  seven  requirements  that  a physician  must 
satisfy  in  order  for  payment  to  be  made  for  the 
physician’s  medical  direction  of  qualified  individuals 
performing  anesthesia  case(s).  PGB  A is  making  a tech- 
nical clarification  in  one  of  the  medical  direction  re- 
quirements. 

One  of  the  current  requirements  is  that  the  physi- 
cian must  participate  in  the  most  demanding  procedures 
of  the  anesthesia  plan,  including  induction  and  emer- 
gence. The  current  requirement  was  included  at  a time 


when  general  anesthesia  was  the  usual  mode  of  prac- 
tice for  anesthesia  services.  However,  since  that  time, 
other  types  of  anesthesia  care,  such  as  regional  anes- 
thetics and  monitored  anesthesia  care  have  become 
more  common.  The  clarification  is  that  the  physician 
must  participate  in  the  most  demanding  procedures  of 
the  anesthesia  plan,  including,  if  applicable,  induction 
and  emergence. 

Nonphysician  Practitioners  (Nv.rse  Practitioners, 
Clinical  Nurse  Specialists  and  Physician  Assistants) 
The  Balanced  Budget  Act  of  1997  (BB  A)  provides  for 
expanded  coverage  of  nurse  practitioner,  clinical  nurse 
specialist  and  physician  assistant  services.  These  pro- 
visions have  already  been  implemented.  This  proposed 
rule  changes  the  regulation’s  text  to  conform  to  the  BB  A 
provisions.  PGB  A is  proposing  a revised  definition  of 
physician  collaboration  for  nurse  practitioners  and  clini- 
cal nurse  specialists,  and  to  modify  the  qualifications 
for  nonphysician  practitioners,  which  would  allow  or- 
thopedic physician  assistants  to  receive  payment. 

Payment  for  Outpatient  Rehabilitation  Services 
The  Balanced  Budget  Act  changed  Medicare  policy  for 
outpatient  rehabilitation  services.  This  regulation  imple- 
ments the  following  changes  required  by  BBA: 

* Outpatient  rehabilitation  services  will  be  paid  using 
the  physician  fee  schedule  beginning  January  1,  1999. 
This  provision  will  apply  to  outpatient  physical  therapy, 
occupational  therapy,  and  speech-language  pathology 
services  covered  under  Part  B and  furnished  by:  reha- 
bilitation agencies,  public  health  agencies,  clinics, 
skilled  nursing  facilities  (to  individuals  who  are  not 
receiving  Part  A benefits),  home  health  agencies  (to 
individuals  who  are  not  receiving  home  health  benefits), 
hospitals,  and  other  entities  under  an  arrangement  with 
any  of  these  entities. 

* Beginning  January  1,  1999,  two  annual  per  benefi- 
ciary limits  of  $1,500  will  be  used;  one  limit  for  outpa- 

continued,  page  4 


ESTABLISHING  AN  INTERNET  CONNECTION 

Part  I - Choosing  an  ISP 


If  you  are  ready  to  begin  surfing  the  Internet  and  utilizing  e-mail,  the  first  step 
is  establishing  your  Internet  connection.  You  will  need  to  choose  a service 
provider  (the  company  providing  the  connection),  software,  and  the  type  of 
connection  that  will  best  suit  the  needs  of  your  practice.  In  this  article,  we 
will  discuss  choosing  a service  provider. 

There  are  two  types  of  service  providers,  an  Internet  service  provider 
and  an  online  service  provider.  An  Internet  service  provider  (ISP)  gives  you 
the  telephone  access  and  software  you  need  to  connect  to  the  Internet,  alon6 
with  some  technical  help.  Many  ISPs  also  include  an  electronic-mail  account. 
You  can  choose  from  local  or  national  ISPs.  Some  examples  of  ISPs  are 
InfoAvenue  and  MindSpring.  An  online  service  provider  connects  you  to  the 
Internet,  too,  but  also  offers  special  features  and  content.  They  also  provide 
access  to  your  e-mail,  the  World  Wide  Web,  and  newsgroups.  One  example  of  an  online  service  provider  is 
America  Online.  Some  factors  to  consider  in  choosing  your  service  provider  are: 

• Local  or  national.  A local  ISP  may  provide  lower  rates  or  other  benefits  such  as  having  a local  office  to  deal 
with.  However,  the  access  number  may  be  a local  number  only.  If  you  dial  in  from  any  other  area,  you  may 
incur  long  distance  charges.  A national  ISP  or  online  service  provider  may  cost  a little  more  but  will  usually 
provide  toll-free  support  and  local  or  toll-free  access  in  cities  you  may  travel  to. 

• Access.  How  often  will  you  actually  get  through,  rather  than  get  a busy  signal,  when  you  dial  in?  (Don’t  just 
rely  on  a customer  service  representative  for  this  information.  Try  calling  the  connection  number  several  times 
at  different  times  of  the  day,  and  see  what  results  you  get.) 

• Technical  support  and  customer  service.  Are  there  knowledgeable,  friendly  technical  support  and  customer 
service  people  available  whenever  you  need  them?  Is  the  telephone  call  toll-free?  How  long  will  you  have  to 
wait  on  hold?  Can  you  get  technical  support  and  customer  service  online?  Is  support  available  24  hours  a day, 
seven  days  a week? 

• E-mail.  Does  the  service  provide  an  e-mail  account,  and  can  you  access  your  account  through  another  ISP  if 
you’re  outside  a local  ISP’s  area? 

• Price.  Many  services  offer  different  monthly  subscriptions,  including  unlimited  access  for  a flat  monthly  fee 
and  limited  hours  for  a flat  monthly  fee  with  additional  hours,  as  needed,  for  an  extra  charge.  When  you  compare 
ISP  and  online  service  provider  prices,  consider  the  factors  above  as  well  as  the  special  features  and  content  that 
the  online  service  providers  offer.  Don’t  forget  to  check  out  options  for  business  packages.  Prices  and  packages 
vary  widely  for  commercial  accounts. 

• Types  of  connections  available.  Does  the  ISP  provide  access  for  faster  modems  or  ISDN  connectivity?  Some 
ISPs  even  provide  dedicated  access  for  businesses  in  need  of  a fast,  full-time  connection  to  the  Internet. 

After  analyzing  the  needs  of  your  practice,  contact  several  ISPs  to  compare  prices  and  features.  Then  talk 
with  a representative  and  explain  your  needs.  They  will  provide  insight  on  the  type  of  package  that  best  suits 
your  needs  and  your  budget. 

Other  factors  to  consider  in  establishing  your  Internet  connection  are  software  and  the  type  of  physical  connection 
that  will  best  suit  the  needs  of  your  practice.  We  will  consider  these  issues  in  our  next  article  in  this  series. 


DOES  YOUR  DOCUMENTATION  SUPPORT  YOUR  CODING? 

PMSI’s  Documentation  Review  Service  will  come  to  your  office  and  review  your  medical  records  to  help 
you  determine  whether  the  documentation  in  your  charts  supports  your  coding  decisions.  This  kind  of  chart 
review  is  key  to  any  effective  compliance  plan  and  will  only  become  more  important  with  the  new  E & M 
guidelines  being  introduced.  If  there  is  a problem,  let  us  help  you  discover  and  correct  it  before  someone 
else  does.  For  more  infomiation,  call  Anne  Harvin  Gavin  at  (800)  327-1021,  extension  260. 


MEDICAID  UPDATE 


Prescription  Coverage  Changes 
Effective  January  1, 1999,  Medicaid-eligible  adults  (re- 
cipients 2 1 years  of  age  and  older)  were  eligible  to  re- 
ceive four  prescriptions  per  month.  This  represents  an 
increase  of  one  prescription  per  month  from  the  prior 
limit  of  three  prescnptions  per  adult  per  month  All  other 
coverage  limitations  continue  to  apply. 

As  a reminder,  effective  July  1, 1998,  Medicaid-eli- 
gible recipients  from  birth  through  the  month  of  their 
21st  birthday  became  eligible  to  receive  an  unlimited 
number  of  prescriptions  per  month. 

Questions  regarding  this  notice  should  be  directed 
to  the  DHHS  Department  of  Pharmacy  Services  at  (803) 
253-6179. 

PEP  and  HOP  Workshops 

The  Department  of  Health  and  Human  Seivices  will 
conduct  a Physician  Enhanced  Program  (PEP)  and 
Healthy  Options  Program  (HOP)  workshop  on  Febru- 
ary 10, 1999,  in  Charleston.  The  workshop  will  be  held 
at  Bons  Secours  - St.  Francis  Hospital  and  will  be  tai- 
lored for  potential  PEP  and  HOP  providers.  Interested 
parties  should  contact  their  program  manager  in  the 
Department  of  Physician  Services  at  (803)  253-6134 
for  additional  information. 

EPSDT  Changes 

The  Medicaid  Program,  as  part  of  Federal  requirement, 
must  develop  and  maintain  a program  of  Early  and  Pe- 
riodic Screening,  Diagnosis  and  Treatment  (EPSDT) 
for  Medicaid  eligible  children.  EPSDT  is  the  preventa- 
tive, well  child  screening  program  in  South  Carolina. 
In  response  to  concerns  and  requests  from  physicians 
and  other  EPSDT  providers,  the  Department  of  Health 
and  Human  Services  (DHHS)  is  offering  the  following 
options  in  the  EPSDT  program  effective  with  dates  of 
service  on  or  after  December  1,  1998. 

1.  Providers  will  be  able  to  bill  EPSDT  services  and 
immunizations  on  the  HCFA  1500  using  CPT 
codes.  Providers  who  are  set  up  for  electronic 
billing  may  bill  using  the  electronic  billing  system 
when  using  these  CPT  codes.  Providers  using  the 
HCFA  1500  will  bill  under  the  Medicaid  provider 
numbers  they  currently  use  for  billing  the  HCFA 
1500. 

2.  Providers  using  the  HCFA  1500  will  be  responsible 
for  handling  their  own  EPSDT  scheduling  of  patients 
in  their  practice. 

3.  Use  of  the  1724  form  for  billing  purposes  is  no  longer 
required.  The  1724  form  will  be  phased  out  and  will 
not  be  accepted  after  June  30,  1999.  Those  providers 


who. continue  to  use  the  1 724  form  must  use  their 
EPSDT  provider  number  and  be  EPSDT  providers. 

4.  The  DSS  county  office  will  continue  to  be  available 
to  schedule  transportation  services  and  assist  in 
referrals  to  other  providers. 

If  you  have  questions  concerning  the  program  changes, 
desire  to  begin  providing  EPSDT  services,  or  need  as- 
sistance in  how  to  bill  using  the  HCFA  1500,  please 
contact  your  program  manager  at  (803)  253-6134. 


SCMA  WORKSHOPS 

PERSONNEL  MANAGEMENT  IN  THE 
PHYSICIAN’S  OFFICE 
February  11, 1999 

Practice  managers  find  it  increasingly  difficult  to 
meet  the  demands  of  managed  care  and  still  con- 
tinue to  find  ways  to  reduce  overhead  and  cut  ex- 
penses. In  addition  to  these  challenges,  managers 
are  expected  to  increase  staff  efficiency  and  ensure 
patient  satisfaction.  This  workshop  is  designed  to 
help  the  manager  resolve  many  of  the  problems  of 
the  day-to-day  demands  of  overseeing  the  practice 
and  to  provide  more  time  for  those  responsibilities 
that  make  the  staff  more  efficient,  effective,  and  ser- 
vice oriented.  Register  by  February  1,  1999. 

9:00  a.m.  - 4:00  p.m.;  Registration:  8:30  a.m. 

Columbia,  Clarion  Town  House  Hotel 


CHART  AUDITING 
February  24, 1999 

This  full  day  seminar  will  address  chart  auditing  as 
a mechanism  for  compliance  and  improved  reim- 
bursement within  your  practice.  The  attendees  will 
receive  useful  information  that  will  aid  them  in  per- 
forming chart  audits  for  their  practice.  Register  by 
February  15,  1999. 

9:00  a.m.  - 4:00  p.m.;  Registration:  8:30  a.m. 
Columbia,  Clarion  Town  House  Hotel 

Space  in  each  program  is  limited,  so  be  sure  to 
register  early.  If  you  have  any  questions,  please 
contact  Melissa  Hamby,  ext.  253,  at  798-6207  in 
Columbia,  or  at  (800)  327-102 1 statewide,  or  by 
e-mail  at  melissa@scmanet.org. 


Medicare  Update , continued  from  pg.  1 

tient  physical  therapy  services  (including  speech-language 
pathology  services),  and  a separate  limit  for  outpatient  occu- 
pational therapy  services.  These  limits  will  include  all  outpa- 
tient therapy  services  except  for  services  furnished  by  hospital 
outpatient  departments.  The  discipline  of  the  therapist  furnish- 
ing the  service  will  determine  which  limit  the  service  applies 
toward. 

Payment  for  Drugs  and  Biologicals 
BBA  limited  Medicare  payment  for  drugs  and  biologicals  not 
paid  on  a cost  or  prospective  payment  basis  to  95  percent  of 
average  wholesale  price  (AWP).  This  proposed  rule  changes 
the  regulation’s  text  to  conform  to  the  BBA’s  provisions. 

In  addition,  because  of  concerns  raised  by  the  Office  of  the 
Inspector  General  combined  with  PGBA’s  belief  that  it  is  the 
fiscally  responsible  thing  to  do,  PGBA  proposes  to  revise  the 
method  for  calculating  the  median  AWP  for  multiple-source 
drugs  to  equal  the  lower  of  the  median  price  of  the  generic 
AWPs  or  the  lowest  brand  name  AWP. 


CAPSULES 

Frank  J.  Martin , M.  D.,  a family  practitioner  from 
Hopkins;  Peter  C.  Gazes,  M.  D.,  a Charleston  cardiolo- 
gist; and  Vernon  E.  Merchant,  M.  D.,  a surgeon  from 
Anderson  were  awarded  the  Order  of  the  Palmetto. 


PHYSICIANS  CARE 
NETWORK  UPDATE 

PCN  continues  to  grow.  Currently,  there  are 
6,829  participating  physicians,  713  partici- 
pating ancillary  providers  and  87  participat- 
ing hospitals.  PCN  has  105  contracted 
groups  with  53,536  covered  lives.  Infor- 
mation will  be  provided  as  contracts  are 
received. 

NEW  GROUPS: 

• Philadelphia  American  Life;  Statewide; 
effective  1/1/99;  Access/Peer  Review 

• SC  Student  Loan  Corporation; 
Columbia;  effective  10/1/98;  Access/ 
Peer  Review 

• First  Continental;  Statewide;  effective 
10/1/98;  Access/Utilization  Review 

Please  remember  to  notify  PCN  when  you 
have  a tax  ID  number  change,  address 
change,  or  when  you  add  or  terminate  a phy- 
sician from  your  group.  Early  notification 
will  ensure  provider  directory  accuracy  and 
prevent  claims  payment  delays. 

If  you  have  questions  about  PCN,  please  con- 
tact Cindy  Osborn,  Network  Coordinator, 
PCN  at  (803)  798-6207,  extension  257  or 
statewide  at  (800)  327-1021.  You  can  also 
send  an  e-mail  message  to  cind v@ scm anet.org. 


PHYSICIAN  RECOGNITION  AWARDS 


The  following  SCMA  physicians  are  recent  recipients  of  the  AMA’s  Physician  Recognition  Award.  This 
award  is  official  documentation  of  Continuing  Medical  Education  hours  earned. 


Einar  W.  Anderson,  M.  D. 
Naseeb  B.  Baroody,  Jr.,  M.  D. 
Julio  C.  Barredo,  M.  D. 
Larry  D.  Bartel,  M.  D. 
William  A.  Collins,  M.  D. 


Woodward  R.  Dixon,  M.  D. 
James  L.  Floyd,  M.  D. 
Donald  P.  Hurley,  M.  D. 
Henry  P.  Leis,  M.  D. 
Carl  S.  Li,  M.  D. 


Harold  E.  Shaw,  M.  D. 
James  S.  Ulmer,  M.  D. 
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MARK  YOUR  CALENDAR 

The  SCMA’s  Annual  Meeting  and  Scientific  Assembly  is  scheduled  for 
April  29-May  2,  1999,  at  Charleston  Place  Hotel,  Charleston,  South  Carolina. 


JIM  KNIGHT  AND  THE  MORAL  NATURE  OF  MEDICINE 


James  Allen  Knight,  MD  (Bom  October  20,  1918,  St.  George, 
SC;  Died  July  17,  1998,  New  Orleans,  LA):  minister,  physi- 
cian, educator,  humanitarian. 


In  his  marvelous  little  book.  Time  and  the  Art 
of  Living,  Robert  Grudin  observes  that  those  who 
contribute  the  most  to  human  progress  seldom 
dazzle  us  at  first  meeting.  No,  they  come  across 
as  ordinary  folks  like  you  and  me.  They  made  then- 
marks  by  combining  ideals  with  focused  hard 
work,  thereby  reminding  us  that  we  can  do  the 
same  if  we’re  willing  to  pay  the  price.1 

Several  years  ago,  I met  an  unassuming  man 
named  Jim  Knight  at  a luncheon.  He  told  me  that 
he  was  from  St.  George,  South  Carolina.  We  cor- 
responded briefly,  then  lost  touch.  It  was  only  later 


that  I realized  how  remarkable  he  was.  Before 
medical  school  he  was  an  ordained  minister. 
During  a long  career  in  academic  psychiatry 
he  wrote  nine  books  and  more  than  100  pa- 
pers, was  founding  dean  of  a medical  school, 
and  became  a great  humanist  and  humanitar- 
ian. My  one  regret  is  that,  expecting  to  see  him 
again,  I never  dropped  a note  to  let  him  know 
how  much  I enjoyed  a paper  he  wrote  in  his 
eighth  decade  entitled  “Moral  Growth  in  Medi- 
cal Students.”2 

In  that  paper,  Jim  Knight  identified  eight 
tasks  that  apply  not  only  to  medical  students 
but  also  to  physicians  at  any  level,  and  on  a 
daily  basis.  These  are  worth  reviewing  briefly. 
• Clarify  your  motivation  for  being  a doctor. 
Nurture  a personal  identity  concerning  the  com- 
mitment to  relieve  suffering.  As  a Navy  chap- 
lain Jim  was  in  the  first  group  to  enter  Nagasaki 
to  help  evacuate  American  prisoners  shortly 
after  the  Japanese  surrendered  at  the  close  of 
World  War  II.  The  just-bombed  city  was  silent. 
On  the  edge  of  Nagasaki,  Jim  saw  a church 
frame  with  its  steeple  still  standing.  His  inner 
voice  heard  the  steeple  proclaiming:  “I  am  the 
God  of  Abraham  and  of  Isaac,  and  this  shall  be 
a light  to  lighten  the  Gentiles  and  for  the  glory 
of  my  people  Israel.  From  this  day  forward,  all 
shall  serve  to  silence  suffering,  for  only  then  will 
earth  be  fair  and  all  my  people  whole.”  Then  and 
there,  Jim  Knight  resolved  to  go  to  medical  school. 
• Balance  competence  and  compassion.  Compe- 
tence is  the  physician’s  penultimate  ethical  pre- 
cept (the  ultimate  is  integrity).  Medical  school 
fosters  a state  of  mind  characterized  as  “detached 
concern.”  Jim  expressed  optimism  that  the  pen- 
dulum now  swings  away  toward  compassion,  seen 
as  “the  willingness  and  the  capacity  of  physicians 
to  share  in  the  pain  and  anguish  of  those  who  seek 
their  care,  to  understand  what  sickness  means  to 
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those  people,  and  to  manifest  a readiness  to  help.” 
He  quoted  an  ancient  proverb  to  the  effect  that  a 
sorrow  shared  is  a sorrow  halved.  Our  conditioned 
reflex  should  be  to  ask  inwardly  of  each  patient: 
What  is  the  meaning  of  illness  in  this  patient’s 
life  at  this  particular  time? 

• Develop  a tolerance  for  uncertainty  and  ambi- 
guity. Medicine  will  always  be  an  inexact  science 
despite  public  expectations  that  it  be  otherwise. 
We  inevitably  grapple  with  the  anxieties  of  not 
comprehending  to  the  fullest  extent  the  complex 
interactions  between  and  among  the  patient’s  cells, 
fluids,  and  tissues  and  the  external  environment. 
Pressure  from  within  and  without  to  use  technol- 
ogy excessively  must  be  resisted.  We  must  strive 
to  be  an  educated  persons  in  the  broader  sense, 
with  “the  courage  to  live  with  doubt,  to  accept 
with  humility  the  fact  that  the  best  one  can  do  is 
to  gather  approximate  evidence  which  points  in 
the  direction  of  approximate  truths.” 

• Learn  and  practice  the  art  of  laughter.  Jim 
Knight  observed  that  laughter  is  essential  to  the 
study  and  practice  of  medicine.  He  and  a group  of 
friends  concluded  that  there  were  two  times  when 
they  laughed  the  most:  in  medical  school  and  in 
war.  Laughter  ranks  with  humor,  altruism,  and 
sublimation  as  a healthy  defense  mechanism 
against  the  stress  of  daily  life.  Share.  Laughter  is 
a key  part  of  the  art  of  medicine.  Jim  goes  on  to 
note  that  if  young  physicians  “fail  to  develop  in 
this  area,  the  moral  side  of  their  lives  will  lack  an 
enriching  and  rewarding  component  for  them- 
selves and  their  patients.”  Laughter  helps  us  take 
ourselves  less  seriously. 

• Work  through  your  feelings  about  death  andfini- 
tude.  With  his  dual  training  in  medicine  and  reli- 
gion, Jim  observed  that  medical  school  seldom 
emphasizes  an  interrelationship  familiar  to  all 
theologians  and  philosophers:  Our  own  anticipa- 
tion of  death  (albeit  subconscious  most  of  the  time) 
colors  our  interactions  with  the  dying.  Each  indi- 
vidual must  struggle  with  the  issues  raised  by 
death  and  finitude.  Jim  recommended  familiarity 
with  great  literature  such  as  Tolstoy’s  The  Death 
of  Ivan  Ilyich  and  Thomas  Mann’s  The  Magic 
Mountain.  Physicians  are  no  exception  to  this  tru- 
ism: “It  is  only  in  daring  to  accept  one’s  death  as 
a companion  that  a person  may  really  possess  life.” 
We  must  work  through  our  own  feelings  about  death 
so  that  we  will  be  comfortable  with  the  dying. 


• Find  the  path  to  the  wounded-healer.  The  no- 
tion of  “the  wounded  healer” — not  to  be  confused 
with  the  notion  of  the  impaired  physician — reso- 
nates throughout  the  separate  histories  of  medi- 
cine and  religion.  The  prototype  is  Asklepios,  God 
of  healing  in  Greek  mythology,  who  was  wounded 
before  or  at  birth.  Askleipios  was  entrusted  to 
Chiron,  who,  half-human  and  half-divine,  had  an 
incurable  wound  inflicted  by  Hercules.  Chiron 
passed  on  the  Asklepios  the  art  of  healing.  As  heal- 
ers we  are  wounded  and  vulnerable  ourselves.  We 
are  in  a sense  fellow-patients.  The  true  healer  re- 
mains aware  of  the  mystery  relating  to  “a  knowl- 
edge of  the  wound.” 

• Become  skilled  in  ethical  reflection.  We  must 
skillfully  examine  our  own  lives  in  the  context  of 
caring  for  others.  We  must  know  the  art  of  ethical 
reflection.  Failure  to  master  ethical  reflection 
leaves  us  “strangely  crippled  in  the  moral  and 
spiritual  dimensions”  of  medicine  and  life.  Skill 
at  ethical  reflection  requires  the  ability  to  under- 
stand opposing  viewpoints.  Indeed,  we  should 
practice  debating  both  sides  of  a dilemma.  It  was 
perhaps  to  this  end  that  one  of  Jim  Knight’s  last 
activities  was  the  development  of  a humanities 
program  for  medical  students  and  young  physi- 
cians. He  encouraged  the  use  of  rounds — ward 
rounds,  grand  rounds,  and  “ethics  rounds” — as  fo- 
rums for  teaching  and  modeling  ethical  reflection 
and  decision-making. 

• For  doctoring  the  sick,  obtain  a knowledge  of 
the  soul.  The  frequent  admonitions  to  “know  thy- 
self’ are  seldom  honored  with  true  commitment. 
Yet  the  core  of  medicine,  Jim  wrote,  “tends  to- 
ward the  sacred,  . . . [and]  even  may  be  sacred.” 
Jim  Knight  clearly  saw  medicine  as  a form  of 
ministry: 

Since  the  earliest  days  of  medical  practice, 
physicians  have  usually  recognized  that  there 
is  a power  grater  than  themselves  at  work  in 
the  recovery  of  their  patients.  Whether  this 
power  is  called  God  nor  nature  or  homeosta- 
sis is  not  important,  for  it  is  the  recognition 
and  acknowledgment  of  such  a power  that 
leads  to  the  attitude  of  reverence  in  our  work 
and  in  all  of  our  relationships  with  human  life. 
Since  we  need  a fixed  point  of  reference,  a 
final  cause  and  a final  answer  by  which  we 
orient  our  human  efforts,  we  can  find  it  in  this 
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greater  wisdom  which  controls  the  complex 
reactions  of  our  psyche,  soma,  and  soul. 

Wanting  to  know  more  about  Jim,  I called  his 
widow,  Dr.  Sally  Knight,  at  her  home  in  New  Or- 
leans. She  told  me  that  Jim’s  health  had  begun  to 
deteriorate  the  year  after  I met  him.  Although  he 
had  never  smoked,  he  died  of  lung  cancer.  She 
believed  that  his  lung  cancer  was  due  to  his  heavy 
exposure  to  the  nuclear  fallout  of  Nagasaki.  If  this 
were  indeed  the  case,  then  his  career  in  medi- 
cine— from  the  moment  of  commitment  to  the  last 
hour — strikingly  epitomized  the  metaphor  of 
“wounded-healer”  for  the  same  bomb  that  changed 
his  life  ultimately  killed  him.  Our  lives  come  full 
circle. 


James  Allen  Knight,  M.D.,  of  St.  George,  South 
Carolina:  minister,  physician,  psychiatrist,  educa- 
tor, author,  humanist,  humanitarian. 

Somewhere  in  Texas  this  spring,  a ceremony 
will  be  held  in  his  honor  and  a tree  planted  in  his 
memory. 

— CSB 

REFERENCES 

1 . Grudin  R.  Time  and  the  Art  of  Living.  New  York: 
Ticknor  & Fields;  1982:  132-133. 

2.  Knight  JA.  Moral  growth  in  medical  students.  Theo- 
retical Medicine  1995;  16:  265-280. 


Volume  95  • January  1999 


39 


Guest  Editorials  reflect  the  opinions  of  the  authors  and  do  not  necessarily  reflect  the  opinions  of  the 
officers  and  trustees  of  the  South  Carolina  Medical  Association. 


— CSB 

PROLONGING  PREGNANCY  AND  PREVENTING  PREMATURE  BIRTH: 
ELUSIVE  GOALS  FOR  PERINATAL  HEALTH  CARE  PROVIDERS 

“It’s  Preterm  Birth,  Stupid” 

— Paraphrasing  President  Clintons  campaign  statements  about  the  economy 


Figure  1 . A 520  g infant.  Over  50  percent  survival  but  at  what  medical, 
psychological,  and  financial  cost? 


In  the  last  decade,  South  Carolina’s 
infant  mortality  rate  has  been  steadily 
falling  while  prematurity  rate  and  asso- 
ciated medical  complications  and  cost 
of  intensive  care  for  premature  infants 
are  rising.  According  to  the  1998  “Kids 
Count”1  report,  between  1985  and  1995, 
there  was  a 32  percent  decrease  in  in- 
fant mortality  rate  and  eight  percent  in- 
crease in  prematurity  rate.  Moreover,  in 
national  composite  health  care  rankings 
for  1990  through  1998,  this  state  ranks 
48th  among  the  50  states  in  the  union. 

Persistent  decline  in  infant  mortality 
is  translated  into  sustaining  the  lives  of 
increasingly  more  immature  infants. 

The  result  is  the  addition  to  society  of 
many  infants  with  diseases  related  to 
prematurity  par  excellence.  Included  in 
those  diseases  are  chronic  lung  disease, 
retinopathy  of  prematurity,  growth  and 
development  delay,  cerebral  palsy,  birth 
defects,  and  hearing  deficits. 

Although  survival  in  the  smallest  in- 
fants (Fig.  1)  improved  dramatically  during  the 
first  few  days  of  life,  there  is  a significant  risk  for 
late  death  for  the  smallest  of  these  infants.2  Over- 
all, preterm  birth  has  become  the  single  most  com- 
mon cause  of  poor  outcome  for  progeny.  In 
addition,  with  substantial  improvement  in  tech- 
nology to  save  the  smallest  infant  with  shortest 
gestation,  it  is  becoming  more  feasible  and  chal- 
lenging to  push  back  the  frontiers  of  viability  for 
very-low-birth- weight  infants.  Thus,  it  is  predicted 
that  in  the  first  few  years  of  the  next  century,  it 
will  be  possible  to  save  the  life  of  infants  with 
gestation  as  low  as  19  weeks. 

Statistics  also  show  another  correlation:  pre- 


maturity and  its  associated  conditions  dovetails 
the  financial  burden  on  parents  and  society  at 
large.  Nationally,  the  total  NICU  resource  use  in 
1995  is  estimated  at  $4  billion  and  rising.3  Thus, 
caring  for  NICU  patient  is  one  of  the  most  expen- 
sive care  in  hospitals. 

The  factors  predisposing  pregnant  women  into 
premature  labor  remain  undefined.  However,  epi- 
demiologic studies  have  shown  that  over  50  per- 
cent of  the  risk  factors  for  impending  preterm 
delivery  are  well  known  and  potentially  prevent- 
able. Among  these  factors  are  previous  preterm 
delivery,  multiple  gestation,  uterine  structural  ab- 
normalities, teenage  pregnancy,  and  conditions 


40 


The  Journal  of  the  South  Carolina  Medical  Association 


PREVENTION  OF  RISK  FACTORS  IN  PREMATURE  BIRTH 

Risk  Factors 

Prevention 

High  risk  pregnancy 

Enhanced  prenatal  care,  risk  assessment 

Psychological  problems 

Psychological  support  and  counseling 

Tobacco,  drugs  and  alcohol 

Programs  for  cessation  of  use  and  abuse  of  tobacco,  drugs, 
and  alcohol 

Multiple  gestation 

Patient  education 

Teenage  pregnancy 

Patient  education,  family,  and  community  educational 
programs  to  prevent  teen  pregnancy 

Table  1 


TREATABLE  RISK  FACTORS  ASSOCIATED  WITH  PRETERM 

LABOR  AND  DELIVERY 

Risk  Factors 

Treatment 

Bacterial  vaginosis 

A combination  of  metronidazole  and  erythromycin 

Incompetent  cervix 

cerclage 

Malnutrition 

protein,  caloric,  and  vitamin  supplementation 

Sexually  transmitted  diseases 

Appropriate  antibiotics 

Impending  preterm  delivery 

Tocolytic  drugs 

Preterm  rupture  of  membranes 

Prophylactic  antibiotics 

Table  2 


associated  with  high  risk  pregnancy  (Table  1). 

Furthermore,  recognizable  and  potentially 
treatable  conditions  associated  with  threatening 
preterm  labor  are  malnutrition,  prenatal  and  peri- 
natal infections,  drug  abuse,  smoking,  incompe- 
tent cervix,  preterm  rupture  of  membranes, 
bacterial  vaginosis,  impending  preterm  delivery, 
and  sexually  transmitted  diseases  (Table  2). 

Thus,  early  and  aggressive  interventions  to  pre- 
vent premature  birth  and  prolong  gestation  include 
patient  education  to  detect  signs  of  preterm  labor, 
bed  rest,  liberal  provision  of  prenatal  care,  ad- 
equate hydration  and  bed  rest,  balanced  diet, 
tocolytic  therapy,  home  uterine-activity  monitor- 
ing, and  massive  educational  programs  for  cessa- 
tion of  tobacco,  drug,  and  alcohol  during 
pregnancy.  In  a recent  report4,  implementing  psy- 
chological support  programs  for  women  with 
symptoms  of  preterm  labor  appears  to  reduce  the 
risk  of  preterm  delivery  by  50  percent. 

With  up  to  80  percent  of  early  preterm  births 
linked  to  intrauterine  infection  that  precedes  the 
rupture  of  the  membrane5,  it  seems  logical  that 


the  control  of  maternal  infections  may  be  one  of 
the  most  promising  methods  in  preventing  pre- 
mature delivery.  Prominent  among  intrauterine 
bacterial  infections  is  bacterial  vaginosis,  a 
polymicrobial  overgrowth  of  predominantly 
anaerobic  bacteria  that  is  associated  with  1.5  to 
three  times  risk  of  spontaneous  preterm  birth.6 

From  antiquity  to  the  present  time,  medicine 
has  been  on  the  march  with  physicians  being  in 
the  forefront  in  the  continuing  advancement  of 
medical  knowledge. 

South  Carolina  maintains  its  pride  as  a state 
where  the  massive  childhood  immunization  pro- 
gram is  one  of  the  best  in  the  country.  But,  the 
unacceptable  persistent  high  prematurity  rate  is 
of  concern  to  society  and  all  health  care  providers 
in  the  state  and  the  country  at  large.  The  verdict 
on  the  U.S.  and  South  Carolina’s  prematurity  pre- 
ventive programs  is  in — it  is  a roaring  disappoint- 
ment. 

Necessity,  it  is  said,  is  the  mother  of  invention. 
What  is  needed  are  safe  methods  that  effectively 
reduce  prematurity  rates  in  South  Carolina. 
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On  the  Ccruer 


PHYSICIAN  / NATURALISTS 


As  an  introduction  to  and  recommendation  of  Dr. 
Whitehead’s  article  in  this  issue  of  The  Journal, 
pictured  on  the  cover  is  an  illustration  from  John 
Edwards  Holbrook’s  Ichthyology  of  South 
Carolina  which  was  published  in  1855.  Dr. 
Holbrook’s  works  are  tangible  examples  of  the 
contributions  to  natural  history  furnished  by  the 


people  featured.  Below  is  an  illustration  from  Dr. 
Holbrook’s  North  American  Herpetology;  or,  a 
Description  of  the  Reptiles  Inhabiting  the  United 
States  which  was  published  in  five  volumes  in  1 842. 

Jane  McCutchen  Brown 
Curator,  Waring  Historical  Library 
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SCHOLARSHIPS 

The  high  cost  of  medical  education  and  its  effect  on  families  as  they  begin  their  medical  careers  has 
touched  us  all.  Many  of  us  have  been  recipients  of  scholarships  thanks  to  the  generosity  of  others. 
Last  year,  the  Alliance  contributed  over  $35,000  to  medical  education  and  research  through  the  AM  A 
Foundation.  In  addition,  we  contribute  through  SCIMER  to  medical  education  in  South  Carolina. 
Those  of  us  who  have  had  the  opportunity  to  be  involved  in  the  scholarship  process  are  overwhelmed 
by  the  need  and  worthiness  of  each  student  who  applies  for  a scholarship.  We  have  also  received 
grateful  letters  from  students  thanking  us  for  being  there,  enabling  them  to  finish  their  education.  As 
a result  of  this  experience,  the  Alliance  has  decided  to  find  a way  to  increase  what  we  can  give  for 
scholarships  and  develop  a way  to  enable  it  to  continue  to  grow. 

In  May,  the  Alliance  decided  to  produce  a cookbook.  We  asked  each  of  our  20  counties  to  donate  as 
many  recipes  as  they  had  State  Alliance  members.  Each  county  that  met  this  quota  would  receive  30 
percent  of  the  profit  made  on  the  books  they  sold  for  their  own  scholarship  benefit  within  their  county. 
We  had  hoped  that  we  would  receive  about  700  recipes,  which  represents  half  of  our  membership.  I 
am  proud  to  report  that  we  received  over  1600  recipes.  We  received  underwriting  from  Dee  Jewell, 
our  Immediate  Past  State  President  and  her  Convention  Committee,  so  that  we  were  able  to  print  a 
beautiful,  hardbound  book  with  recipes  that  vary  from  appetizers  to  desserts.  We  are  all  very  proud  of 
our  book.  The  books  sell  for  fifteen  dollars  ($15).  Ten  dollars  ($10)  from  each  book  goes  for  medical 
scholarships,  and  is  tax  deductible. 

For  continued  future  growth,  the  board  has  voted  to  set  up  an  endowment  fund  within  SCIMER  that 
gives  us  the  ability  to  accept  donations  that  will  help  our  fund  grow.  The  Board  has  approved  that  the 
State  Alliance  uses  50  percent  of  our  proceeds  from  the  cookbook  as  seed  money  for  this  endowment. 
The  remainder  will  go  to  increase  the  amount  we  donate  to  scholarships  this  year. 

Finally,  I am  asking  for  your  help.  We  have  been  working  hard  to  sell  all  our  books  because  all  the 
profit  is  not  realized  until  all  the  books  are  sold.  We  still  have  books  available.  We  would  like  to  give 
each  of  you  the  opportunity  to  have  a copy  of  this  beautiful  book,  and  provide  you  with  a chance  to 
make  a donation  to  our  scholarship  fund.  You  may  do  this  by  sending  orders  to: 

M.  Alexis  Alia 
6103  Crabtree  Road 
Columbia,  SC  29206 


Make  checks  payable  to  SCMA  Alliance 

Number  of  books  at  $ 1 5 each  = 

Shipping  $5  per  book  = 

Total  $ 
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INFORMATION  FOR  AUTHORS 


The  mission  of  The  Journal  is  to  advance  the  art 
and  science  of  medicine;  to  promote  the  ideals  of 
the  South  Carolina  Medical  Association;  to  en- 
courage scholarship  and  good  will  among  South 
Carolina  physicians;  and  to  disseminate  informa- 
tion specifically  applicable  to  the  health  care  of 
South  Carolinians.  We  encourage  original  articles 
and  letters  to  the  editor  of  potential  benefit  and 
interest  to  the  members  of  the  South  Carolina 
Medical  Association. 

CORRESPONDENCE:  All  manuscripts  and 
correspondence  should  be  addressed  to  The  Edi- 
tor, The  Journal  of  the  South  Carolina  Medical 
Association , P.O.  Box  11188.  Columbia,  SC 
29211. 

COPYRIGHT : All  manuscripts  should  be  accom- 
panied by  a transmittal  letter  to  the  editor,  which 
should  contain  the  following  paragraph: 

“This  original  work  has  not  been  submitted  or 
published  elsewhere,  in  entirety  or  in  part.  I (we) 
hereby  transfer,  assign,  or  otherwise  covey  all 
copyright  ownership  to  the  South  Carolina  Medi- 
cal Association  in  the  event  that  this  work  is  pub- 
lished by  the  SCMA.” 

We  request  authors  to  advise  the  editor  of  any 
prior  or  anticipated  duplication  of  their  work  in 
other  publications.  Submission  of  material  as  a 
“companion  article’"  to  material  submitted  else- 
where is  discouraged. 

PRIORITY  FOR  PUBLICATION:  The  Jour- 
nal was  founded  in  1905  especially  as  a place  for 
practicing  physicians  to  publish  their  original  ob- 
servations. This  purpose  continues  to  receive  pri- 
ority. Growth  of  institutions,  especially  of  medical 
school  faculties,  during  this  century  may  be,  at 
least  in  part,  responsible  for  a decreased  tendency 
for  practicing  physicians  to  attempt  scholarly 
work.  Concerned  about  this  trend,  The  Journal 
encourages  practicing  physicians  to  report  origi- 
nal observations,  including  series  of  cases  or  in- 
dividual case  reports. 

The  Journal  also  welcomes  timely  review  ar- 
ticles by  institution-based  physicians.  However, 
it  is  the  philosophy  of  the  Editorial  Board  that  state 
medical  journals  do  not  represent  an  appropriate 


forum  for  research  findings  of  a specialized  na- 
ture. Such  findings,  it  is  felt,  belong  in  national  or 
regional  specialty  or  subspecialty  journals.  Ar- 
ticles by  institution-based  physicians  should  serve 
the  information  needs  of  a general  physician  read- 
ership. Articles  dealing  with  social,  economic,  and 
ethical  issues  are  strongly  encouraged.  Historical 
or  philosophical  essays  are  also  welcomed,  al- 
though these  are  given  lower  priority  compared 
to  the  above  categories. 

On  account  of  both  space  limitations  and  also 
our  desire  to  encourage  scholarship  by  as  many 
South  Carolina  physicians  as  possible,  it  is  our 
policy  to  decline  publication  of  more  than  two  (2) 
manuscripts  by  one  author  or  group  of  authors 
within  any  calendar  year  or  12-month  period. 

REVIEWING  AND  RESPONSIBILITY  TO 
READERSHIP:  We  will  make  every  effort  to  re- 
view manuscripts  promptly.  All  manuscripts  will 
be  reviewed  by  our  editorial  office  and  when  in- 
dicated, the  opinions  of  outside  consultants  will 
be  solicited. 

We  welcome  criticisms  of  journal  content  by  mem- 
bers of  the  South  Carolina  Medical  Association. 

FINANCIAL  DISCLOSURE:  Upon  acceptance 
of  manuscripts  for  publication,  we  require  disclo- 
sure of  financial  interest  in  pharmaceutical  firms 
or  other  business  enterprises  when  such  disclo- 
sure seems  to  be  appropriate  to  the  editor  or  to 
members  of  the  Editorial  Board. 

TYPES  OF  ARTICLES  ESPECIALLY 

WELCOMED  FOR  CONSIDERATION 

1 . Original  scientific  observations 
(including  case  reports)  made  by 
practicing  physicians. 

2.  Concise,  timely  review  articles  (see 
“Priority  for  Publication'’). 

3.  Articles  pertaining  to  current  social, 
economic,  and/or  ethical  issues  affecting 
the  practice  of  medicine. 

4.  Information  uniquely  pertinent  to  the 
health  care  of  South  Carolinians. 
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REPRINTS:  These  will  be  made  available  by  the 
printer  at  established  rates,  at  the  time  of  mailing 
of  galley  proofs. 

LENGTH  OF  ARTICLES:  We  prefer  concise 
articles  of  approximately  2,500  words  (approxi- 
mately eight  typewritten  pages,  double  spaced), 
with  no  more  than  ten  references. 

We  regret  that  space  considerations  limit  our 
ability  to  publish  longer  articles,  and  request  that 
authors  adhere  to  the  above  guidelines.  Similarly, 
tables  and  illustrations  (see  below),  should  be  kept 
to  a minimum,  and  be  specific  and  pertinent. 

Authors  desiring  to  make  additional  data  or 
additional  references  available  to  readers  are  en- 
couraged to  do  so  by  adding  footnotes  to  the  ef- 
fect that  “additional  references  (or  tables  derived 
from  this  database,  etc.)  are  available  from  the 
author(s)  upon  request.” 

MANUSCRIPTS:  If  available,  these  should  be 
furnished  on  a 3 1/2”  disk,  with  two  typewritten 
hard  copies.  Otherwise,  they  should  be  typewrit- 
ten, double-spaced,  and  one  side  of  the  paper.  The 
original  and  one  copy  should  be  submitted.  The 
title  page  should  indicate  the  title,  author(s), 
author’s  address,  and  academic  appointments,  if 
any.  We  request  that  the  author’s  name  not  appear 
on  subsequent  pages,  to  permit  “blind”  review  of 
the  article,  when  desired.  Authors  should  retain 
one  copy  for  use  in  proofing.  Written  correspon- 
dence concerning  proposed  (potential)  manu- 
scripts is  welcomed. 

ILLUSTRATIONS:  These  should  be  submitted 
as  glossy,  black  and  white  prints  no  larger  than  a 
standard  page;  smaller  prints  are  desired.  Ordi- 
narily, publication  of  four  small  illustrations  or 
tables,  or  the  equivalent,  will  be  paid  for  by  The 
Journal.  Any  number  beyond  this  must  be  paid 
for  by  the  author  except  under  unusual  conditions. 
Illustrations  should  not  be  mounted,  stapled,  or 
clipped.  On  the  back  side  of  each  illustration,  the 
article  title,  figure  number,  and  top  of  figure  (but 
not  the  author)  should  be  noted  lightly  in  pencil. 
Legends  for  illustrations  should  be  typed  on  a 
separate  sheet  of  paper. 


REFERENCES:  These  should  be  cited  consecu- 
tively in  the  text,  in  superscript,  e.g.,  “Bottsford, 
et  al.3...”  We  recommend  no  more  than  ten  refer- 
ences, selected  from  more  recent  publications  in 
accessible  journals  in  most  instances.  Standard 
journal  abbreviations  should  be  used,  with  the 
style  for  journal  articles  being  as  follows: 

3.  Bottsford  JE,  Bearden  RC,  Bottsford  JG; 

A ten  year  community  hospital  experience 
with  abdominal  aorta  aneurysms.  J SC  Med 
Assoc,  1983;79:57-62. 

SYMPOSIUM  ISSUES:  We  welcome  propos- 
als for  special  symposium  issues.  Guidelines  for 
Guest  Editors  of  symposium  issues  are  available 
from  The  Journal  office. 

MATERIAL  FOR  COVER:  The  illustrations 
for  the  cover  of  The  Journal  are  selected  by  the 
Curator  of  the  Waring  Historical  Library,  Charles- 
ton, S.C.  The  Journal  welcomes  suggestions  and 
illustrations  for  the  cover.  Such  suggestions  should 
be  sent  to  the  editorial  office. 

ROE  FOUNDATION  AWARDS 

Through  a gift  by  the  Roe  Foundation,  a 
Thomas  A.  and  Shirley  W.  Roe  award  of 
$3,000  has  been  given  each  year  since  1985. 
The  award  is  given  on  alternate  years  to  a prac- 
ticing physician  or  to  an  institution-based  phy- 
sician. 

All  manuscripts  submitted  by  South  Caro- 
lina physicians  will  be  considered  for  the 
award.  Thus,  manuscripts  should  not  be  sub- 
mitted specifically  for  this  award;  rather  they 
should  adhere  to  our  priorities  for  publication. 
On  alternate  years,  all  articles  published  dur- 
ing the  previous  two  years  by  either  practic- 
ing physicians  or  by  institution-based 
physicians  are  reviewed  and  judged  by  our 
Editorial  Board.  The  board  may  consult,  when 
appropriate,  with  outside  references  prior  to 
rendering  its  decision. 

Presentation  of  the  award  is  made  before 
the  House  of  Delegates  at  the  Annual  Meet- 
ing of  the  South  Carolina  Medical  Association. 
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classifieds 


ALLERGY  & IMMUNOLOGY,  CARDIOL- 
OGY, DERMATOLOGY,  EMERGENCY 
MEDICINE,  FAMILY  PRACTICE,  NEU- 
ROLOGY, ORTHOPAEDIC  SURGERY  & 
SUBSPECIALTIES,  OTOLARYNGOLOGY, 
SURGERY-GEN/VASCULAR/THORACIC, 
UROLOGY:  Practice  opportunities  exist  in  lo- 
cal medical  facilities  and  with  private  practice 
groups  in  Orangeburg  County  for  experienced 
practitioners  and  graduating  residents/fellows.  All 
positions  include  salary  or  minimum  net  income 
guarantee  and  a relocation  allowance.  Located  at 
the  junction  of  1-26  and  1-95,  35  minutes  to  Co- 
lumbia and  70  minutes  to  Charleston.  Area  known 
for  its  gardens,  golf,  hunting  and  fishing  (Lake 
Marion).  Achieve  financial  success  in  a non-com- 
petitive environment  while  enjoying  a superior 
quality  of  life.  Contact  Dr.  Chermol,  The  Regional 
Medical  Center  at  (800)  866-6045. 


STAFFING  OPPORTUNITIES  FOR  CERTI- 
FIED PHYSICIANS:  Interested  in  permanent 
placement,  part-time  practice  opportunities,  or  just 
need  the  extra  income?  Let  Jennie  Ware  Family 
Medical  Services  help  you  find  what  you’re  look- 
ing for.  Located  in  upstate  South  Carolina,  we 
strive  to  provide  quality  locum  tenens  placement 
for  certified  physicians.  With  connections  to  fam- 
ily practices,  clinics/urgent  care  centers,  hospital 
systems,  nursing  homes,  and  assisted  living  cen- 
ters, Jennie  Ware  can  provide  you  with  placement 
all  over  the  state  of  South  Carolina.  If  you’re  in- 
terested in  the  extra  hours,  or  just  need  the  expe- 
rience, let  us  represent  you  and  provide  you  with 
professional,  personal  service.  For  more  informa- 
tion, call  us  at  (864)  577 -9978  or  visit  our  website 
at  www.iennieware.com.  We  lookfoi'ward  to  serv- 
ing you! 

WANTED:  Used  ultrasound  for  general  GI 
practice.  Call  (843)  763-8851. 


INDEX  TO  ADVERTISERS 


CompuSystems Cover  4 

Consulnet Cover  2 

East  Cooper  Regional  Medical  Center 2 

Fox  Meadows 1 

The  Medical  Protective  Co Cover  3 
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Health 

Volunteers 

Overseas 


Health 


Volunteers 


Overseas  is  dedicated 


to  improving  the  availability  and  quality  of  health  care  in 


developing  countries  through  training  and  education.  Volunteer 


your  skills!  Become  a member  of  Health  Volunteers  Overseas! 


For  more  information,  call  202-296-0928 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


WILL  YOUR  CHILDREN  INHERIT  YOUR 
RETIREMENT  PLAN? 

TAXES  CONSUME  MAJORITY  OF  PLAN  DISTRIBUTIONS 


Many  physicians  have  large  account  balances  in  their  qualified  retirement  plans. 
This  is  a wonderful  asset  to  provide  income  to  the  physician  and  his  or  her 
spouse  during  their  lifetimes. 

Without  proper  planning,  however,  it  can  be  a very  inefficient  asset  to  leave  to 
children.  For  example,  this  60  year  old  physician  has  $2,000,000  in  qualified 
plan  assets  and  has  named  his  children  as  beneficiaries.  They  will  receive 
approximately  $680,000.  Taxes  will  consume  $1 ,320,000. 


Beginning  Plan  Balance 

$2,000,000 

Estate  Tax 

945,000 

Income  Tax 

375,000 

Total  Tax 

$1,320,000 

Net  Amount  to  Children 

$680,000 

Percent  to  Children 

34% 

If  passing  more  of  these  assets  to  your  children  is  a concern  to  you,  please 
return  this  response  form. 


PLEASE  PROVIDE  INFORMATION  ON  PRESERVING  RETIREMENT  PLAN  ASSETS 

Carolina  Physicians  Advisory  Service 
Post  Office  Box  688 
Columbia  SC  29202-0688 


NAME 


STREET 


CITY  STATE  ZIP 


Views  expressed  herein  are  those  of  the  authors  and  in  no  way  represent  SCMA.  We  do  not  give  tax  advice. 
Only  your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


800-742-3669 


Professional  Protection  Exclusively  since  1899 


To  reach  your  local  office,  call  800-344-1899. 
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What  can  a map  tell  you  about  a computer  system? 


More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how  a 
16-year  commitment  to  '"Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross /Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 


€®niai[p)iuiSystems 

inc. 

Carolina  Research  Park  • One  Science  Court 
Columbia,  SC  29203-9356 

800-800-6472  • 803-735-7700 
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DIAGNOSIS  AND  TREATMENT  OF  ECTOPIC 
PREGNANCY 

RISK  FACTORS  FOR  HEART  DISEASE 
UNIVERSAL  NEWBORN  HEARING  SCREENING 
PHYSICIAN  SUPPLY  IN  UNDERSERVED  AREAS 
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HEALTH 


UNIVERSITY  OF  MARYLAND  AT 
BALTIMORE 
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incontinence 

(in-kont-i-nens)  n.  1 . the  state  of 
being  unable  to  control  the  bladder 
or  bowels. 


It’s  not  a topic  people  like  to  discuss.  But  five  percent  of 
the  population  suffers  from  some  degree  of  urinary  or 
fecal  incontinence.  And,  because  this  problem  is  hard  to 
talk  about,  many  suffer  in  silence.  Which  is  a shame. 
Incontinence  can  be  treated  - often  without  surgery 

The  Southeastern  Continence  Center  at  East  Cooper 
Regional  Medical  Center  is  totally  devoted  to  the 
treatment  of  incontinence.  If  you’re  suffering  from  this 
problem,  we  can  help.  To  learn  more  about  available 
treatment  options,  give  us  a call  at  (843)  8971-3338.  Your 
inquiry  will  be  completely  confidential. 

Incontinence  can  seem  like  a problem  you  just  have  to 
live  with.  But  it  doesn’t  have  to  be.  Let  us  help  you 
explore  the  alternatives  that  can  put  you  back  in  control. 

Medical  Director:  Dennis  A.  Fried,  MD,  FACS,  FASCRS 


I Southeastern  Continence  Center 

East  Cooper  Regional  Medical  Center 


1230  Hospital  Drive  • Mt.  Pleasant,  SC  29464 


S']  971 -3338 


Fox  Meadows  Software’s 
Practice  Clinical  Management  System 

“P/CMS” 


For  Microsoft  Windows 
95,  98,  and  NT 


f Clinical  Reporter  - Userijo  pcare 


Using  easily  accessible  and 
maintainable  industry  standards  such 
as  Microsoft  Windows  and  FoxPro 
DBMS,  Fox  Meadows  has  a suite  of 
ready  to  use  application  software  to 
run  any  and  all  aspects  of  a medical  or 
clinical  practice.  The  system  can  be 
easily  customized  by  you,  providing 
immediate  results. 


Whether  it  be  their  smiling  faces  or  pictures 
and  images  that  provide  an  all  encompassing 
assessment  of  their  medical  records  and 
history,  Fox  Meadows  “P/CMS”  makes  it  all 
accessible  at  the  touch  of  a button. 


Ffe  Edit  View  Secfiom  Dictation  Help 


um 

<disctete>  CTRUALT  turns  microphone  on 


Speak  to  your  computer  and  save  time,  monthly 
transcription  fees,  and  errors  and  omissions.  Do 
Chart  Notes  using  Lernout  & Hauspie’s  voice 
recognition  system  and  medical  dictionary. 
Lernout  & Hauspie  is  one  of  the  premier  providers 
of  voice  recognition  technologies  and  is  a valued 
business  alliance  of  Fox  Meadows. 


Plan  Signature 
Section|  Section  j 

Patient  Info  Subjective]  Past  Historjj  Objective | Assessment] 
Section  | Section  | Section  j Section  | Section 


Say  "Patient  Name".  PATIENT  NAME 
Patient  ID  or  Chart  Number?  PATIENT  ID 
Say  "SSNn.  SSN 

Say  "Date  of  Birth".  DATE  OF  BIRTH 

Say  "Insurance".  INSURANCE 

Say  "Demographics"  DEMOGRAPHICS 


new-report  detete-that 


next-item  (take-the-default)  | take-defaJs  | 
free-text-mode  j prirt^nd-save  | si>jagute|  what-can-l-do  | 


What  Can  I Say 


demographics 
Patient  Information 
patient  name 
patient  data 
chart  number 
date  of  birth 
patient  ID 
demographics 
visit  date 
SSN 

Social  Security  Number 
insurance 

secondary  insurance 
interconnect  commands 
Sections 
Variable  Setup 
commands 


Obviously  our  Software  includes: 

A/R  management,  appointment  scheduler,  diary  notes,  Y2K  ready,  electronic  claims  & 
statements,  supports  primary,  secondary,  tertiary,  Workers’  Comp.  & auto  coverages.  System 
includes  Medicare  correct  coding  initiative  (CCI)  & evaluation  management  edits. 


Fox  Meadows  Software  LTD. 
1-800-754-7213  or  803  736-8000 
www.foxmeadows.com 
* Call  or  download  for  our  free  demo  CD  * 


A is  for  Apple, 


Each  year,  more  than  6,000  children  like  Adam  learn  all  about  cancer  and 
other  catastrophic  illnesses  when  they're  stricken  with  deadly  diseases. 

Fortunately,  these  children  have  a fighting  chance  at  surviving  cancer  — 
the  No.  1 killer  disease  of  children  — because  of  strides  St.  Jude  doctors 
and  scientists  are  making  every  day  in  treatment  and  research.  With  your 
support,  St.  Jude  Children's  Research  Hospital  is  helping  children  all  over 
the  world  live. 

To  find  out  more  about  5t.  Jude’s  life-saving  work,  write  to: 

5t.  Jude  Hospital  • P.O.Box  370M,  Dept. DA  • Mefriphb.TN  38103,  or  call: 

1-800-877-5833 


■■  ST.  JUDE  CHILDREN'S 
m RESEARCH  HOSPITAL 

Danny  Thomas,  Founder 


B is  for  Ball, 


C is  for  Cancer. 


Cancer? 


President's  Page 


WHAT  DO  THE  MEMBERS  SAY? 

We  surveyed  the  attendants  at  the  1998  SCMA  Annual  Meeting  and  Scientific  Session.  The  results  are 
important  to  note. 

Eighty  four  percent  of  the  membership  surveyed  were  men.  However,  this  percentage  will  change  drasti- 
cally as  up  to  50  percent  of  our  medical  students  are  now  women.  Sixty-six  percent  were  under  50  years  of 
age.  Only  twenty-one  percent  of  those  surveyed  were  self-employed  and  twenty-five  percent  were  hospital 
employees.  At  the  time  of  the  survey,  sixty-seven  percent  of  those  polled  were  in  our  PCN  (Physicians  Care 
Network),  but  only  30  percent  were  members  of  the  MIT  (Members  Insurance  Trust).  Already  33  percent 
were  using  computerized  medical  records. 

Almost  all  of  those  surveyed  participated  in  some  managed  care  plans.  For  most,  Medicaid  was  less  than  20 
percent  of  the  practice  and  Medicare  was  less  than  30  percent  of  the  practice.  Private  insurance  made  up 
about  40  percent  of  most  practices. 

The  doctors  ranked  the  SCMA  and  the  specialty  societies  at  about  equal  importance.  The  top  five  issues  of 
importance,  ranked  in  order  of  importance,  were  coding,  legislative  issues,  billing  and  collections,  reim- 
bursement, and  information  technologies.  Hospital  physicians  were  more  interested  in  information  tech- 
nologies than  the  rest  and  large  group  physicians  were  less  interested  in  legislative  issues  than  the  rest. 

The  SCMA  is  listening.  Our  long  range  plan  is  sensitive  to  these  shifts  in  physician  demographics  and 
concern.  We  are  very  pleased  in  the  active  role  young  physicians  have  taken  within  the  SCMA.  The  future  of 
the  SCMA  looks  bright. 


Stephen  A.  Imbeau,  M.  D. 
President 
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February  1999 

AMA  UPDATE 


❖ The  AMA  recently  released  its  first  Quality  Care  Alert, 
a new  collaborative  initiative  with  medical  specialty  so- 
cieties that  identifies  important  clinical  research  and  com- 
municates it  directly  to  physicians.  More  than  170,000 
physicians  across  the  nation  received  the  first  alert,  high- 
lighting new  research  on  the  use  of  beta-blockers. 

❖ As  part  of  its  ongoing  commitment  to  providing  ser- 
vice for  the  medical  profession  and  strengthening  the  pa- 
tient-physician relationship,  the  AMA  is  developing  a 
series  of  booklets  to  help  all  physicians  and  their  patients 
understand  the  Medicare  + Choice  program.  The  new 
booklets  offer  help  to  America’s  physicians  as  they  be- 
gin implementing  the  Medicare  + Choice  program  within 
their  practices.  The  first  booklet,  “What  is  Medicare  + 
Choice  and  Where  Do  Physicians  Fit  In?’’  is  available  to 
AMA  members  by  calling  (800)  262-3211. 

❖ As  tax  season  approaches,  note  that  while  AMA  dues 
are  not  deductible  as  a charitable  contribution,  they  may 
be  partially  deductible  as  a business  expense. 

AMA * s Advocacy  Behind  the  Scenes 

❖ Patients’  Bill  of  Rights.. .One  of  the  most  comprehen- 
sive national  public  health  campaigns  in  recent  years,  led 


Reciprocal  Billing 

A patient’s  regular  physician  may  submit  claims  and  re- 
ceive payment  for  covered  services,  which  the  physician 
arranges  to  be  provided  by  a substitute  physician  on  an 
occasional  reciprocal  basis.  The  following  criteria  must 
be  met: 

• The  regular  physician  is  unavailable  to  provide  the 
services. 

• The  patient  has  arranged  or  seeks  to  receive  the 
services  from  their  regular  physician. 

• The  substitute  physician  does  not  provide  the  services 
to  Medicare  patients  over  a continuous  period  of 
longer  than  60  days. 

• The  regular  physician  identifies  the  services  as 
substitute  physician  services  by  entering  in  Item  24d 
of  the  HCFA- 1 500  the  modifier  Q5  (Service  furnished 


by  the  AMA,  helped  pass  patients'  protection  legislation 
in  more  than  40  states.  President  Clinton  issued  an  ex- 
ecutive order  to  apply  the  Patients’  Bill  of  Rights  to  fed- 
eral health  programs. 

❖ Protecting  vulnerable  patient  groups... The  AMA  suc- 
cessfully worked  to  maintain  Medicaid  entitlement  and 
ensure  that  states  continue  to  provide  coverage  for  our 
country’s  most  needy  populations. 

❖ Putting  limits  on  the  scope  of  practice... Concerned  spe- 
cialty societies  joined  with  the  AMA  and  successfully 
intervened  in  preventing  limited  license  psychologists  and 
optometrists  from  expanding  the  scope  of  their  practices. 

❖ Blocking  Medicare  user  fees. ..The  AMA  led  a suc- 
cessful campaign  to  block  user  fees  from  the  FY99  spend- 
ing package. 

❖ Scaling  back  Physician  at  Teaching  Hospital  Audits 
(PATH). ..In  response  to  AMA  lobbying,  the  Department 
of  Health  and  Human  Services  took  the  unprecedented 
step  of  scaling  back  and  refocusing  Medicare  billing 
PATH  audits. 


by  a substitute  physician  under  a reciprocal  billing 
arrangement.) 

Locum  Tenens 

It  is  a long-standing  and  widespread  practice  for  physi- 
cians to  retain  a substitute  physician  to  take  over  their 
practice  when  the  regular  physician  is  absent  for  reasons 
such  as  illness,  pregnancy,  vacation,  or  continuing  medi- 
cal education.  The  regular  physician  bills  and  receives 
payment  for  the  substitute  physician’s  services  as  though 
the  regular  physician  performed  them  personally.  The 
following  requirements  must  be  met: 

• The  regular  physician  is  unavailable  to  provide 
services. 

• The  patient  has  arranged  or  seeks  to  receive  the 

— continued  on  page  4 


MEDICARE  UPDATE 


RISK  MANAGEMENT  PROGRAM  FOR  NEW  PHYSICIANS 


The  next  Risk  Management  Program  for  newly  licensed 
physicians  will  be  held  at  the  South  Carolina  Medical 
Association  (SCMA)  headquarters  on  Friday,  May  21, 
1999.  There  will  be  two  sessions  offered,  9:00  a.m.- 12:00 
p.m.  and  1:00  p.m.-4:00  p.m.  To  register,  call  Cindy 
Osborn  in  Columbia  at  798-6207,  ext.  257,  or  statewide 
at  (800)  327-1021.  This  program  is  sponsored  by  the  Joint 
Underwriters  Association  (JUA)/SCMA  Physician  Risk 
Management  Committee  for  physicians  entering  their  first 
or  second  year  of  practice.  Attendance  at  the  program 
will  enable  new  physicians  in  their  first  year  of  practice  to 
obtain  a 50  percent  reduction  in  their  JUA/Patients’  Com- 
pensation Fund  (PCF)  professional  liability  premium  and 
a 25  percent  reduction  for  the  second  year.  There  is  no 
registration  fee. 

OBJECTIVES  OF  PROGRAM: 

At  the  end  of  the  session,  the  attendee  should  be  able  to: 

• Name  the  more  common  causes  of  medical 
malpractice. 

• List  several  prevention  strategies  to  avoid  medical 
malpractice. 

• Recognize  the  role  of  communication  with  patients 
in  risk  management. 

• Outline  the  key  points  in  record  management  as  a 
role  of  risk  management. 

• Enumerate  the  proper  steps  to  take  when  an  adverse 
occurrence  happens. 

• Recognize  the  role  of  the  JUA/PCF  and  the  State 
Board  of  Medical  Examiners  in  risk  management. 


PROGRAM  OUTLINE 

I.  Introduction-  March  Seabrook,  MD  (West  Columbia, 
SC) 

II.  Overview  of  JUA  and  PCF -Sam  McEwen,  Manager, 
JUA  Claims  (Columbia,  SC) 

III.  Controlling  Medical  Li  ability -March  Seabrook,  MD 

IV.  If  You  Need  A Lawyer-Ashby  W.  Davis,  JD 
(Greenville,  SC),  Steven  A.  Snyder,  JD  (Greenville, 
SC) 

V.  Overview  of  the  State  Board  of  Medical  Examiners- 
J.  D.  Whitehead,  Jr.,  MD,  State  Board  of  Medical 
Examiners  (Columbia,  SC) 

VI.  Hospital  Risk  Management-ATz/V  Pfaehler,  SC 
Health  Alliance  (Columbia,  SC) 

VII.  Question  and  Answer  Session 

CME  CREDIT 

The  SCMA  designated  this  continuing  medical  educa- 
tion activity  for  up  to  3 hours  of  Category  1 credit  toward 
the  Physician’s  Recognition  Award  for  the  American 
Medical  Association.  Each  physician  should  claim  only 
those  hours  of  credit  he  or  she  actually  spent  in  the  edu- 
cational activity. 

The  South  Carolina  Medical  Association  is  accredited  by 
the  Accreditation  Council  for  Continuing  Medical  Educa- 
tion ( ACCME)  to  sponsor  continuing  medical  education  for 
physicians. 


The  3rd  Annual  Conference  of  the  SC 
Rural  Health  Association 
Keeping  Rum1  South  Carolina  Healthy: 
Defining  Our  Role  and  Vision  for  the 
blew  Millennium 

March  4-6, 1999 
Embassy  Suites  Hotel 
Columbia,  SC 

For  information  about  attending,  please 
contact  David  Hayden  at  (803)  771-2810. 


LEGISLATIVE  UPDATE 


You  can  visit  the  SCMA  website  at  www.scmanet.org 
for  weekly  updates  on  the  all  the  bills  which  the 
SCMA  is  monitoring.  We  keep  you  up-to-date  on  the 
bills,  their  status,  and  the  position  that  the  SCMA 
has  taken  on  each.  To  visit  the  site,  log  on  to  the 
SCMA  homepage.  The  Legislative  Update  can  be 
found  under  the  Legislative  Activity  menu. 
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MEDICAID  UPDATE 


SCMA  WORKSHOPS 


Rotavirus  Vaccine 

Medicaid  will  cover  reimbursement  for  this  vaccine  by  pro- 
cedure code  90680,  effective  January  1,  1999,  at  $43.42. 

Medicaid  Card 

Please  note  that  the  Medicaid  card  now  indicates  estimated 
office  visits  remaining  for  chiropractic  visits  in  addition  to 
ambulatory  visits  in  fields  CHIR  VISIT  REM  and  AMB 
VISITS  REM. 

Early  and  Periodic  Screening  Diagnosis  and  Treatment 
(EPSDT)  Program  Changes 

Providers  can  now  bill  EPSDT  services  and  immunizations 
on  the  HCFA-1500  using  CPT  codes.  Providers  who  are 
set  up  for  electronic  billing  may  bill  using  the  electronic 
billing  system  when  using  these  CPT  codes.  Providers  us- 
ing the  HCFA-1500  will  bill  under  the  Medicaid  provider 
numbers  they  currently  use  for  billing  the  HCFA-1500.  Use 
of  the  1 724  form  for  billing  purposes  may  continue  through 
June  30,  1999,  however,  it  is  no  longer  required.  Addition- 
ally, providers  can  now  assume  the  responsibility  for  han- 
dling their  own  EPSDT  scheduling  for  patients  in  their  prac- 
tice. 

The  DSS  county  offices  will  continue  to  be  available  to 
schedule  transportation  sendees  and  assist  in  referrals  to 
other  professionals. 

DHHS  plans  to  convene  a group  of  medical  professionals 
to  review  the  current  EPSDT  required  services  and  period- 
icity schedule  to  make  recommendations  concerning  the 
minimum  content  of  screenings  and  acceptable  date  ranges 
for  completion  of  EPSDT  screenings.  If  you  wish  to  par- 
ticipate or  provide  recommendations  to  this  group  please 
contact  Alicia  Jacobs  at  (803)  253-6134. 

If  you  have  a desire  to  begin  providing  EPSDT  services,  or 
need  assistance  in  how  to  bill  using  the  HCFA- 1500,  please 
contact  your  program  manager  at  (803)  253-6134. 


A CONSUMER’S  GUIDE  TO 
INFORMATION  TECHNOLOGY  IN 
THE  MEDICAL  OFFICE 
March  11, 1999 

The  rate  of  change  and  the  number  of  new  informa- 
tion technology  products  and  services  becoming 
available  is  enough  to  make  even  an  expert  dizzy. 
This  workshop  will  give  you  unbiased  information 
on  the  computer  technology  explosion  hitting  medi- 
cal offices.  A few  of  the  topics  that  will  be  covered 
are  networks,  computer  tips  and  pointers,  operating 
systems,  remote  communications,  and  many  more. 
Register  by  March  1,  1999. 

9:00  a.m.  - 4:00 p.m.;  Registration:  8:30  a.m. 
Columbia,  Clarion  Town  House  Hotel 


THE  $100,000  OFFICE  MANAGER 
March  25, 1999 

Now,  more  than  ever,  medical  practice  managers 
and  physicians  are  required  to  look  upon  their  orga- 
nizations as  businesses.  As  such,  they  must  stream- 
line operations  and  manage  costs  in  order  to  become 
more  efficient  and  effective  in  an  increasingly  com- 
petitive environment.  In  this  workshop,  participants 
will  review  essential  techniques  and  tips  to  manage 
the  medical  practice,  ensure  revenue  enhancement, 
reduce  overhead,  and  curb  unnecessary  spending. 
Register  by  March  15,  1999. 

9:00  a.m.  - 4:00 p.m.;  Registration  8:30  a.m. 

Columbia,  Clarion  Town  House  Hotel 


Space  in  each  program  is  limited,  so  be  sure  to  regis- 
ter early.  If  you  have  any  questions,  please  contact 
Melissa  Hamby,  ext.  253,  at  798-6207  in  Columbia, 
or  at  (800)  327-1021  statewide,  or  by  e-mail  at 
melissa@scmanet.org. 


IS  YOUR  OFFICE  READY  FOR  Y2K? 

PMSI  can  help!  Let  us  come  into  your  office  and  review  your  computer 
system  to  help  you  determine  whether  your  office  can  handle  the  year  2000 
bug.  This  kind  of  systems  analysis  is  key  to  a safe  transition  into  the  new 
millenium.  If  there  is  a problem,  let  us  help  you  discover  and  correct  it  before 
the  bug  gets  you.  For  more  information,  call  Anne  Harvin  Gavin  at  (800) 
327-1021,  extension  260. 
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— Medicare  Update,  continued  on  page  4 

services  from  their  regular  physician. 

• The  regular  physician  pays  the  locum  tenens  for 
services  on  a per  diem  or  fee-for-time  basis. 

• The  substitute  physician  does  not  provide  the  services 
to  Medicare  patients  over  a continuous  period  of 
longer  than  60  days. 

• The  regular  physician  identifies  the  services  as 
substitute  physician  services  by  entering  in  Item  24d 
of  the  HCFA- 1500  the  modifier  Q6  (service  furnished 
by  a locum  tenens  physician.) 

Medical  Group  Claims 

The  requirements  under  reciprocal  billing  and  locum  ten- 
ens do  not  apply  to  the  substitution  arrangements  among 
physicians  in  the  same  medical  group  where  claims  are 
submitted  in  the  name  of  the  group  practice.  On  claims 
submitted  by  the  group,  the  group  physician  who  actu- 
ally performed  the  service  must  be  identified  in  the  man- 
ner described  below: 

• The  group’s  provider  number  is  entered  in  Item  33 
of  the  HCFA- 1500. 

The  individual  provider  number  of  the  physician  who 
actually  rendered  the  services  is  entered  on  Item  24k 
for  the  appropriate  line  item. 

• A single  claim  from  may  contain  services  rendered 
by  more  than  one  physician  associated  with  the  same 
group  practice.  If  more  than  one  physician  in  the 
group  provided  services  for  the  same  patient,  the 
individual  provider  number  of  each  physician  who 
rendered  services  is  entered  on  the  appropriate  line 
item  in  Item  24k. 

Although  these  billing  guidelines  are  not  new,  they  are 
oftentimes  confusing.  Please  refer  to  page  16  of  the  No- 
vember 1997  Medicare  Advisory  for  additional  informa- 
tion regarding  reciprocal  billing  and  locum  tenens 
arrangements. 


MARK  YOUR  CALENDAR 


The  SCMA’s  Annual  Meeting  and  Scientific 
Assembly  is  scheduled  for  April  29-May  2, 
1999,  at  Charleston  Place  Hotel,  Charleston, 
South  Carolina. 


PHYSICIANS  CARE 
NETWORK  UPDATE 

• PCN  is  pleased  to  announce  that  we  are  in  the  process 
of  distributing  over  $940,000  in  retention  to  our  pro- 
viders. This  represents  withhold  and  bonuses  for  risk- 
sharing clients  whose  benefit  year  ended  4th  quarter 
1998.  The  next  distribution  will  occur  in  April  1999. 

PCN  continues  to  grow.  Currently,  there  are  6,983  par- 
ticipating physicians,  728  participating  ancillary  pro- 
viders and  87  participating  hospitals.  PCN  has  103  con- 
tracted groups  with  55,899  covered  lives.  Information 
will  be  provided  as  contracts  are  received. 

• Petty  Nissan  temied  12/31/98.  Palmetto 
Primary  Care  and  SC  Independent  School 
Association  terminated  1/1/99. 

• Please  note  that  Baker  Materials  has  changed 
its  name  to  Linde  Lift  Truck  Corporation. 

Please  make  this  change  to  your  Client  List. 

WE  NEED  YOUR  HELP! 

PCN  provides  claims  repricing  services  for  multiple 
access  product  groups.  Unfortunately,  a large  major- 
ity of  these  clients  do  not  provide  us  with  eligibility. 
If  the  provider  of  service  (you)  does  not  indicate  on 
the  claim  form  the  employer  name  and  the  name  of 
the  Third  Party  Administrator  (TPA)  and/or  the  In- 
surance Carriers  name,  it  is  impossible  for  PCN  to 
determine  where  to  send  the  claim  for  payment.  The 
only  alternative  is  to  return  the  claim  to  you,  the  pro- 
vider of  service  and  request  additional  infomiation 
or  a copy  of  the  I.D.  card.  This  creates  a claims  pay- 
ment delay  for  you. 

When  you  complete  the  claim  form,  please  indicate 
the  employer  name  and  the  name  of  the  TPA/  and/or 
the  Insurance  Carrier. 

Please  remember  to  notify  PCN  when  you  have  a tax 
ID  number  change,  address  and/or  phone  number 
change,  merge  or  change  the  name  of  your  practice 
or  when  you  add  or  terminate  a physician  from  your 
group.  Early  notification  will  ensure  provider  direc- 
tory accuracy  and  prevent  claims  payment  delays. 

If  you  have  questions  about  PCN,  please  contact 
Cindy  Osborn,  Netwvrk  Coordinator,  PCN  at  (803) 
798-6207,  extension  257  or  statewide  at  1-800-327- 
1021 . You  can  also  send  an  e-mail  message  to 
cindvCcbscmanet.  org . 
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EARLY  DIAGNOSIS  OF  ECTOPIC  PREGNANCY  AND 
TREATMENT  WITH  METHOTREXATE 

DONALD  L.  FYLSTRA,  M.  D.* 


The  incidence  of  ectopic  pregnancy,  the  implanta- 
tion of  a fertilized  ovum  outside  the  uterine  cavity, 
has  increased  six-fold  in  the  last  two  decades  in 
the  United  States,  and  accounts  for  two  percent  of 
all  pregnancies  in  this  country. 1 Similarly,  ectopic 
pregnancy  incidence  has  increased  four-fold  in  the 
United  Kingdom.2  This  rise  in  the  number  of  ec- 
topic pregnancies  can  be  attributed  to  a increase  in 
the  incidence  of  fallopian  tube  pathology,  which 
is  the  common  denominator  in  the  majority  of 
causes  of  extrauterine  implantation.  Over  100,000 
ectopic  pregnancies  in  1992  resulted  in  almost 
60,000  hospitalizations  with  an  estimated  cost  of 
over  $1  billion.1,3  Ectopic  pregnancy  remains  the 
leading  cause  of  maternal  death  in  the  first  trimes- 
ter4 and  causes  9-13  percent  of  all  pregnancy  re- 
lated deaths.5  It  is  estimated  that  40  women  die 
each  year  in  the  U.S.  from  ectopic  pregnancy,6-7  and 
many  of  these  women  had  previously  seen  a physi- 
cian for  symptoms  and  the  diagnosis  was  missed. 

EARLY  DIAGNOSIS 

Prior  to  rupture  and  the  need  for  urgent  surgical 
exploration,  the  early  diagnosis  of  ectopic  preg- 
nancy allows  treatment  options.  Early  diagnosis 
should  decrease  morbidity  and  eliminate  mortal- 
ity and  potentially  preserve  reproductive  capabil- 


*  Address  correspondence  to  Dr.  Fylstra  at 
MUSC,  171  Ashley  Ave.,  Charleston,  SC  29425 


ity,  increasing  the  number  of  subsequent  intrauter- 
ine pregnancies  and  decreasing  the  number  of  re- 
peat ectopic  pregnancies.  Early  recognition  can  also 
limit  the  cost  of  diagnosis  and  treatment. 

The  early  diagnosis  of  ectopic  pregnancy  can 
only  be  made  with  a high  index  of  suspicion.  Ev- 
ery reproductive  age  female  patient  presenting  with 
abdominal  pain  or  vaginal  bleeding  should  be 
screened  for  pregnancy.  While  less  than  fifty  per- 
cent of  women  with  an  ectopic  pregnancy  give  a 
history  of  a pre-existing  condition  considered  to 
be  a risk  factor,8  extrauterine  implantation  should 
be  suspected  in  a patient  with  a history  of  tubal 
infection,  tubal  reconstructive  surgery,  prior  infer- 
tility, current  or  past  IUD  use,  and  sterilization  fail- 
ure. When  suspected,  the  diagnosis  of  ectopic 
pregnancy  can  be  confirmed  by  using  a combina- 
tion of  biochemical  and  ultrasound  parameters. 

The  identification  of  an  intrauterine  pregnancy 
with  ultrasound  nearly  always  eliminates  the  pos- 
sibility of  ectopic  pregnancy.  The  only  exception 
to  this  is  heterotopic  pregnancy,  which  is  the 
coexistance  of  both  intrauterine  and  extrauterine 
gestations  and  occurs  approximately  once  per  4000 
spontaneous  pregnancies,9  but  probably  more  fre- 
quently in  pregnancies  resulting  from  assisted  re- 
production.10 The  confirmation  of  an  intrauterine 
pregnancy  with  transvaginal  ultrasound  relies  upon 
recognition  initially  of  a gestational  sac  and,  soon 
thereafter,  upon  structures  within  the  sac  consis- 
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TABLE  1 — Methotrexate  treatment  of  ectopic  pregnancy* 


Indications 


Desire  for  future  fertility 
Stable  or  rising  hCG  with  peak  < 15000  mlU/ml 
Hemodynamically  stable,  no  active  bleeding 
Adnexal  mass  < 3.5  cm 

Selective  cases  of  cervical  and  cornual  pregnancies 


*From  the  American  College  of  Obstetricians  and  Gynecologists 
Technical  Bulletin  No.  15027,  and  Stovall  and  Ling21 


tent  with  a developing  embryo.  A thick  echogenic 
rim  surrounding  a sonolucent  center  (the  gesta- 
tional sac ) can  be  recognized  within  the  uterus  by 
transvaginal  ultrasound  soon  after  the  missed 
menses.  This  is  a decidual  reaction  surrounding 
the  early  chorionic  sac.  A pseudosac  is  a collec- 
tion of  fluid  within  the  endometrial  cavity  created 
by  bleeding  from  the  decidualized  endometrium 
associated  with  an  extrauterine  implantation  and 
should  not  be  mistaken  for  a normal  early  intrau- 
terine pregnancy.  The  true  early  gestational  sac  is 
eccentrically  placed  within  the  uterus  beneath  the 
endometrial  surface,  whereas  the  pseudosac  con- 
forms to  and  fills  the  endometrial  cavity  itself. 

The  yolk  sac  is  the  first  visible  structure  within 
the  gestational  sac  and  is  pathognomonic  of  a preg- 
nancy. It  is  a distinct  bright  echogenic  rim  with  a 
sonolucent  center  and  is  recognized  three 
weeks  after  conception.  The  embryo  be- 
gins as  a thickening  along  an  edge  of  the 
yolk  sac,  and  embryonic  cardiac  motion 
can  be  first  observed  three  and  one  half  to 
four  weeks  after  conception.  In  a well 
dated  pregnancy,  with  reliable  ovulatory 
timing,  a intrauterine  pregnancy  should  be 
recognized  with  transvaginal  ultrasound 
by  24  days  after  ovulation  or  38  days  af- 
ter the  last  normal  menstrual  period.11 
The  dependability  of  this  ultrasound  tech- 
nology relies  greatly  on  experience  with 
transvaginal  sonography. 

In  the  absence  of  absolutely  reliable 
menstrual  and  ovulatory  dating,  ultra- 
sound findings  should  be  correlated  with 


serum  levels  of  human  chorionic  gonadot- 
rophin (hCG).  The  discriminatory  zone 
of  hCG  is  that  level  of  hCG  at  which  all 
intrauterine  pregnancies  should  be  visu- 
alized with  ultrasound.  With  abdominal 
ultrasound,  that  level  is  6500  mlU/ml 
(WHO  Third  International  Standard  as 
measured  by  radioimmunoassay).  How- 
ever, high  resolution  transvaginal  ultra- 
sound has  reduced  the  discriminatory  zone 
down  to  1500-1800  mlU/ml.  If  transvagi- 
nal ultrasound  fails  to  visualize  an  intrau- 
terine pregnancy  when  the  hCG  level  has 
reached  the  discriminatory  zone,  the  preg- 
nancy can  generally  be  considered  extrau- 
terine. An  exception  to  this  is  multiple  gestations. 
HCG  levels  in  multiple  gestations  may  reach  well 
over  2000  mlU/ml  before  transvaginal  ultrasound  rec- 
ognition. 1 1 Therefore,  if  a multiple  gestation  is  a pos- 
sibility, such  as  pregnancies  resulting  from  assisted 
reproduction,  the  hCG  discriminatory  zone  should 
be  raised. 

The  possibility  of  ectopic  pregnancy  is  fre- 
quently considered  before  hCG  has  reached  the  dis- 
criminatory zone  and  before  ultrasound 
recognition.12  HCG  rises  exponentially  in  early  nor- 
mal pregnancy  and  should  double  every  1 .4  to  2. 1 
days,  with  a minimum  66  percent  rise  in  two 
days.1314  This  doubling  is  less  reliable  after  10,000 
mlU/ml,  and  serial  measurements  of  hCG  beyond 
this  level  are  not  helpful.  Although  15  percent  of 
normal  intrauterine  pregnancies  can  demonstrate 


TABLE  2 — Methotrexate  treatment  of  ectopic  pregnancy* 


Contraindications 


Hepatic  dysfunction,  SGOT  2 X nl 

Renal  disease,  Cr  > 1.5  mg/dl 

Blood  dyscrasia,  WBC  < 3000,  PLT  < 100,000 

Active  peptic  ulcer  disease 

Presence  of  embryonic  cardiac  motion 

Expected  poor  patient  compliance  with  follow  up 
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TABLE  3 

Single-dose  methotrexate  protocol* 

Day 

Therapy 

0 

hCG,  CBC.  SGOT.  BUN,  Cr, 

Blood  Type  and  Rh 

Administer  methotrexate,  50  mg/m2 

4 

hCG 

7 

hCG 

if  < 15%  decline  in  hCG  between  day  4 and  7,  repeat  CBC, 
SGOT.  BUN.  Cr.  and  if  no  contraindication,  repeat  same 
dose  of  methotrexate 

if  > 15%  decline  in  hCG  between  day  4 and  7,  follow  hCG 
weekly  until  < 10  mIU/ml 

if  hCG  level  plateaus,  repeat  same  dose  of  methotrexate 


*From  Stovall  and  Ling21 


Surface  area  (m2)  = \j  weight  (pounds)  x height  finches! 

3130 


an  abnormal  early  rise  of  hCG,13  the  ma- 
jority of  gestations  with  an  abnormal  hCG 
rise,  an  hCG  level  plateau,  or  fall,  are  ab- 
normal pregnancies. 

A single  serum  progesterone  level  can 
be  predictive  of  an  abnormal  pregnancy.14- 
18  Serum  progesterone  levels  are  not  ges- 
tational age  dependent,  remain  relatively 
constant  during  the  first  trimester  of  nor- 
mal and  abnormal  pregnancies,  and  do  not 
correlate  with  hCG  levels.  Unlike  hCG, 
serial  measurements  of  serum  progester- 
one levels  are  not  necessary.  A single 
progesterone  level  less  then  10  ng/ml  (as 
measured  by  radioimmunoassay)  is  gener- 
ally not  compatible  with  normal  pregnancy. 
However,  a progesterone  level  greater  than 
20  ng/ml  is  nearly  always  consistent  with  a 
normal  pregnancy.  Values  of  progesterone 
between  these  two  levels  are  equivocal. 

Women  with  ectopic  pregnancy  and 
failed  intrauterine  pregnancy  frequently 
have  very  similar  signs  and  symptoms  and 
are  biochemically  indistinguishable.  Ab- 
normal hCG  and  progesterone  levels  can 
be  used  to  distinguish  between  normal  and 
abnormal  pregnancy,  but  cannot  reliably 
locate  the  pregnancy.  Endometrial  curettage 
is  usually  unnecessary  to  confirm  ectopic 
pregnancy  when  nothing  is  seen  within  the  utems  with 
transvaginal  ultrasound  in  patients  with  a rising 
hCG  level  above  the  discriminatory  zone.  How- 
ever, an  endometrial  sampling  may  be  needed  to 
evaluate  the  possibility  of  a failed  intrauterine  preg- 
nancy. 

An  endometrial  biopsy  or  formal  dilatation  and 
curettage  can  be  done  with  an  abnormal  hCG  rise 
or  with  a single  abnormal  serum  progesterone  level 
(less  than  5 ng/ml)  without  fear  of  interrupting  a 
viable  intrauterine  pregnancy.18  Then,  in  the  ab- 
sence of  chorionic  villi  on  immediate  gross  exami- 
nation by  float  testing  (the  gross  recognition  of 
frond  like  structures  consistent  with  chorionic  villi 
when  tissue  is  floated  in  saline)  or  microscopic 
pathologic  examination  of  the  curettage  specimen, 
ectopic  pregnancy  is  confirmed.  An  exception  to 
this  occurs  when  the  clinical  history  is  consistent 
with  a completed  spontaneous  abortion  of  a failed 
intrauterine  pregnancy.  Patients  with  completed 


spontaneous  abortion  should  give  a history  of  re- 
cent heavy  vaginal  bleeding  and  will  have  falling 
hCG  titers  and  no  chorionic  villi  on  endometrial  sam- 
pling. These  patients  can  be  followed  expectantly. 

With  low  hCG  titers  and  before  the  appearance 
of  a gestational  sac,  transvaginal  ultrasound  mea- 
surement of  endometrial  stripe  thickness  can  be  pre- 
dictive of  gestational  pathology.  Patients  with 
normal  pregnancies  have  a greater  endometrial 
stripe  thickness  than  do  those  patients  with  failed 
intrauterine  and  ectopic  gestations.  In  one  report,19 
97  percent  of  patients  with  a stripe  thickness  less 
than  8 mm  had  abnormal  pregnancies,  and  7 1 per- 
cent of  these  abnormal  pregnancies  were  ectopic  in 
location.  Only  41  percent  of  patients  with  a stripe 
thickness  greater  than  8 mm  were  abnormal,  and  only 
14.7  percent  were  ectopic  in  location.  No  patient  with 
an  endometrial  stripe  thickness  greater  than  13  mm 
had  an  ectopic  pregnancy,  and  no  patients  with  a stripe 
thickness  less  than  6 mm  had  a normal  pregnancy. 
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METHOTREXATE  THERAPY 

Methotrexate  is  a antimetabolite  that  binds  to  the 
catalytic  site  of  dihydrofolate  reductase,  interrupt- 
ing the  synthesis  of  purine  nucleotides  and  the 
amino  acids  serine  and  methionine,  thus  interfer- 
ing with  DNA  synthesis  and  cell  multiplication. 
Methotrexate  affects  actively  proliferating  tissues 
such  as  bone  marrow,  buccal  and  intestinal  mu- 
cosa, malignant  cells,  and  trophoblastic  tissue. 
Methotrexate  has  been  used  to  treat  gestational 
trophoblastic  disease  for  decades,  and  now  there 
are  numerous  reports  describing  its  success  in  re- 
solving ectopic  pregnancy.17  20-26  The  published  in- 
clusion and  exclusion  criteria  for  ectopic 
pregnancy  treatment  with  methotrexate  are  shown 
in  Tables  1 and  2. 21 27  Success  rates  with  methotr- 
exate range  from  7 1 .4  percent  to  94.2  percent,  us- 
ing a single  dose  of  50  mg/m2  administered 
intramuscularly.  Systemic  methotrexate  is  equally 
as  effective  in  resolving  selective  tubal  pregnan- 
cies as  laparoscopic  salpingostomy,  with  a simi- 
lar incidence  (5-30  percent)  of  persistent  ectopic 
pregnancy  (residual  trophoblastic  tissue  which 
continues  to  proliferate,  cause  symptoms,  and 
even  result  in  tubal  rupture).  Methotrexate  can 
also  be  effectively  used  to  treat  selected  intersti- 
tial and  cervical  implantations  which  traditionally 
require  more  invasive  surgery  than  linear  salpin- 
gostomy for  tubal  implantation.  Although  the 
overall  future  reproductive  success  of  patients  with 
ectopic  pregnancy  is  poor  and  depends  primarily 
upon  with  condition  and  patency  of  the  contralat- 
eral fallopian  tube,  the  subsequent  intrauterine 
pregnancy  rates  after  methotrexate  therapy  are 
comparable  to  that  following  laparoscopic  salp- 
ingostomy. 

A protocol  for  systemic  methotrexate  use  is 
shown  in  Table  3.  Included  is  a formula  used  to 
calculate  body  surface  area  in  m2.  The  methotr- 
exate protocol  accepts  at  least  a 15  percent  fall  in 
hCG  level  between  days  four  and  seven  after  ini- 
tial therapy,  and  a progressive  decline  thereafter, 
usually  measured  weekly.  Otherwise,  a second 
dose  of  methotrexate  is  necessary,  or  secondary 
treatment  with  surgical  rescue.21  Some  patients 
will  experience  abdominal  pain  within  a few  days 
of  methotrexate  therapy.  This  abdominal  pain,  if 
accompanied  by  stable  hemodynamic  parameters 
and  hemoglobin  level,  is  not  a sign  of  tubal  rup- 


ture, but  due  to  tubal  abortion  from  the  resolving 
trophoblastic  mass,  and  can  be  managed  expect- 
antly. HCG  levels  should  be  followed  until  a non- 
pregnant level  is  reached,  and  this  may  take  several 
weeks.  Rupture  of  an  ectopic  gestation  can  occur 
with  an  hCG  level  as  low  as  10  mlU/ml. 

Methotrexate  failure  is  more  likely  to  occur  in 
patients  with  higher  pretreatment  pregnancy  hor- 
mone levels  (hCG  greater  than  15,000  mlU/ml  and 
serum  progesterone  greater  that  10  ng/ml),  a large 
adnexal  pregnancy  mass  (greater  that  3.5  cm),  or  ad- 
nexal embryonic  cardiac  motion.  These  situations 
present  possible  contraindications  to  methotrexate  use 
and  primary  surgical  therapy  should  be  considered. 
The  50  mg/m2  single  dose  protocol  eliminates  the 
need  for  folinic  acid  rescue.  Methotrexate  morbid- 
ity with  doses  used  to  treat  ectopic  pregnancy  is 
uncommon,  and  maternal  death  from  this  use  of 
methotrexate  has  not  been  reported.  However,  pre- 
treatment exclusion  of  gastrointestinal,  hematopoi- 
etic, hepatic,  and  renal  disease  is  recommended. 
Patients  with  active  peptic  ulcer  disease,  anemia, 
leucopenia,  thrombocytopenia,  elevated  liver  en- 
zymes, and  elevated  blood  urea  nitrogen  and  crea- 
tinine should  not  be  treated  with  methotrexate. 
These  biochemical  markers  should  also  be  followed 
when  a second  or  third  dose  of  methotrexate  is 
administered.  Patients  treated  with  methotrexate 
should  be  encouraged  to  report  any  fever,  stomati- 
tis, nausea,  or  vomiting. 

The  success  and  subsequent  pregnancy  rates  af- 
ter conservative  tubal  surgery  (salpingostomy)  for 
tubal  pregnancy  depend  greatly  upon  surgeon  skill 
and  equipment.  A surgical  procedure  that  removes 
an  ectopic  pregnancy  but  leaves  behind  a charred 
and  scarred  fallopian  tube  does  not  preserve  re- 
productive potential.  Methotrexate  removes  sur- 
geon skill  as  a variable  to  affect  future  fertility.  In 
many  carefully  selected  patients,  methotrexate  can 
be  a successful  alternative  to  surgical  treatment. 
Considerable  cost  savings  should  also  be  expected 
with  methotrexate  therapy.  Estimates  between  $97 
million  and  $265  million  could  be  saved  each  year 
in  the  United  States  if  methotrexate  were  used  in 
qualifying  patients.28-32  This  treatment  may  become 
more  and  more  encouraged  as  health  care  dollars 
become  more  tightly  controlled.  Methotrexate 
should  be  considered  for  primary  treatment  for  se- 
lected unruptured  early  ectopic  pregnancies.  How- 
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ever,  in  order  to  maximum  success  and  minimize 

patient  morbidity,  the  guidelines  presented  should 

be  strictly  followed.  O 

REFERENCES 

1.  Ectopic  Pregnancy  - United  States:  1990  - 1992. 
MMWR  1995;  44:  46-48. 

2.  James  WH.  Increasing  rates  of  ectopic  pregnancy. 
Human  Repro  1996;  11:  233-244. 

3.  Washington  AE,  Katz  P.  Ectopic  pregnancy  in  the 
United  States:  Economic  consequences  and  payment 
source  trends.  Obstet  Gynecol  1993;  81:  287-92. 

4.  Goldner  TE,  Lawson  HW,  Xia  Z,  Atrash  HK. 
Surveillance  of  ectopic  pregnancy  - United 
States,  1970  - 1989.  MMWR  1993;  42:  73-85. 

5.  NCHS.  Advanced  report  of  final  mortality 
statistics,  1992.  Hyattsville,  Maryland:  US 
Department  of  Health  and  Human  Services,  Public 
Health  Services,  CDC,  1994.  (Monthly  vital 
statistics  report;  vol  43,  no.  6,  suppl). 

6.  Ectopic  Pregnancy  - United  States:  1988  - 1989. 
MMWR  1992;  41:  591-4. 

7.  Grimes,  DA.  The  morbidity  and  mortality  of 
pregnancy:  Still  risky  business.  Am  J Obstet  Gynecol 
1994;  170:  1489-94. 

8.  Stovall  TG,  Kellerman  AL,  Ling  FW,  Buster  JE. 
Emergency  department  diagnosis  of  ectopic 
pregnancy.  Ann  Emerg  Med  1990;  19:  1098-1103. 

9.  Bello  GV,  Schonholz  D.  Moshirpur  J,  Jeng  DY, 
Berkowitz  RL.  Combined  pregnancy:  The  Mount 
Sinai  experience.  Obstet  Gynecol  Survey  1986;  41: 
603-13 

10.  Doyle  MM,  DeChemey  AH,  Diamond  MP. 
Epidemiology  and  etiology  of  ectopic  pregnancy. 
Obstet  Gynecol  Clin  N Am  1991;  18:  1-17. 

11.  Kadar  N,  Bohrer  M,  Kemmann  E,  Shelden  R.  The 
discriminatory  human  chorionic  gonadotropin  zone 
for  endovaginal  sonography:  a prospective, 
randomized  study.  Fertil  Steril  1994:  61:  1016-20. 

12.  Ankum  WM,  Van  der  Veen  F,  Hamerlynck  JVTH, 
Lammes  FB.  What  to  do  when  human  chorionic 
gonadotropin  levels  are  below  the  discriminatory 
zone.  J Reprod  Med  1995;  40:525-528. 

13.  Kadar  N,  Caldwell  BV,  Romero  R.  A method  of 
screening  for  ectopic  pregnancy  and  its 
indications.  Obstet  Gynecol  1981;  58:  162-166. 

14.  Stewart  BR,  Nazar-Stewart  V,  Toivola  B. 
Biochemical  discrimination  of  pathologic 
pregnancy  from  early,  normal  intrauterine  gestation 
in  symptomatic  patients.  Am  J Clin  Pathol  1995; 
103:  386-90. 

15.  Stovall  TG,  Ling  FW,  Carson  SA,  Buster  JE.  Serum 
progesterone  and  uterine  curettage  in  differential 
diagnosis  of  ectopic  pregnancy.  Fertil  Steril  1992; 
57:  456-8. 

16.  Cunningham  DS,  Brodnik  RM,  Rayl  DL,  Brown  AW, 
Hansen  KA.  Suboptimal  progesterone  production 


in  pathologic  pregnancies.  J Reprod  Med  1993;  38: 
301-5. 

17.  Ransom  MX,  Garcia  AJ,  Bohrer  M,  Corsan  GH, 
Kemmann  E.  Serum  progesterone  as  a predictor  of 
methotrexate  success  in  the  treatment  of  ectopic 
pregnancy.  Obstet  Gynecol  1994;  83:  1033-7. 

18.  McCord  ML,  Muram  D,  Buster  JE,  Arheart  KL, 
Stovall  TG,  Carson  SA.  Single  serum  progesterone 
as  a screen  for  ectopic  pregnancy:  exchanging 
specificity  and  sensitivity  to  obtain  optimal  test 
performance.  Fertil  Steril  1996:  66:  513-6. 

19.  Spandorfer  SD,  Barnhart  KT.  Endometrial  stripe 
thickness  as  a predictor  of  ectopic  pregnancy.  Fertil 
Steril  1996;  66:  474-7. 

20.  Cannon  L,  Jesionowska  H.  Methotrexate  treatment  of 
tubal  pregnancy.  Fertil  Steril  1991;  55:  1033-38. 

2 1 . Stovall  TG,  Ling  FW.  Single-dose  methotrexate:  An 
expanded  clinical  trial.  Am  J Obstet  Gynecol  1993; 
168:  1759-65. 

22.  Glock  JL,  Johnson  JV,  Brumsted  JR.  Efficacy  and 
safety  of  single-dose  systemic  methotrexate  in  the 
treatment  of  ectopic  pregnancy.  Fertil  Steril  1994; 
62:716-21. 

23.  Gross  Z,  Rodriguez  JJ,  Stalnaker  BL.  Ectopic 
pregnancy:  nonsurgical.  outpatient  evaluation  and 
single-dose  methotrexate  treatment.  J Reprod  Med 
1995;  40:  371-374. 

24.  Stovall  TG.  Medical  management  should  be  routinely 
used  as  primary  therapy  for  ectopic  pregnancy.  Clin 
Obstet  Gynecol  1995;  38:  346-352. 

25.  Stika  CS,  Anderson  L,  Frederiksen  C.  Single-dose 
methotrexate  for  the  treatment  of  ectopic  pregnancy: 
Northwestern  Memorial  Hospital  three-year 
experience.  Am  J Obstet  Gynecol  1996;  174:  1840-8. 

26.  McCord  ML,  Muram  D,  Lipscomb  GH.  Powell  MP, 
Arheart  KL.  Methotrexate  therapy  for  ectopic 
pregnancy  in  adolescents.  J Pediatr  Adolesc  Gynecol 
1996;9:71-73. 

27.  Ectopic  pregnancy.  Technical  Bulletin  No.  150  - 
December  1990,  American  College  of  Obstetricians 
and  Gynecologists,  Washington,  D.C. 

28.  Crenin  MD,  Washington  AE.  Cost  of  ectopic 
pregnancy  management:  surgery  versus 
methotrexate.  Fertil  Steril  1993;  60:  963-9. 

29.  Gray  DT.  Thorbum  J,  Lundorff  P,  Strandell  A, 
Lindblom  B.  A cost-effectiveness  study  of  a 
randomized  trial  of  laparoscopy  versus  laparotomy 
for  ectopic  pregnancy.  Lancet  1995;  354:  1139-43. 

30.  Fould  RA,  Steiger  RM.  Operative  management  of 
ectopic  pregnancy:  A cost  analysis.  Am  J Obstet 
Gynecol  1996;  175:  90-6. 

3 1 . Alexander  JM,  Rouse  DJ,  Varner  E,  Austin  JM. 
Treatment  of  a small  unruptured  ectopic  pregnancy: 
A cost  analysis  of  methotrexate  versus  laparoscopy. 
Obstet  Gynecol  1996;  88:  123-7. 

32.  Hidlebaugh  D,  O’Mara  P.  Clinical  and  financial 
analysis  of  ectopic  pregnancy  management  at  a large 
health  plan.  J Am  Assoc  Gynecol  Lap  1997;  4:  207- 
213. 


Volume  95  • February  1999 


63 


BEHAVIORAL  RISK  FACTORS  FOR  HEART  DISEASE 
AND  THE  ATTEMPT  TO  CHANGE  RISK  BEHAVIORS 
AMONG  ADULT  SOUTH  CAROLINIANS 

YOUJIE  HUANG,  M.  D„  PhD*;  FRAN  C.  WHEELER,  PhD;  BARBARA  E. 
AINSWORTH,  PhD,  M.  P.  H.;  DENNIS  M.  SHEPARD,  M.  A.  T„  C.  H.  E.  S.; 
TIMOTHY  E.  ALDRICH,  PhD,  M.  P.  H.,  C.  T.  R.;  REGINA  M.  FIELDS,  B.  A., 
C.  H.  E.  S 


Heart  disease  remains  a significant  health  problem 
in  South  Carolina.  According  to  South  Carolina’s 
mortality  data  and  hospital  discharge  data,  heart 
disease  claimed  more  than  10,000  lives  and  cost 
$696  million  in  treatments  for  inpatients  in  1995. 
Cigarette  smoking,  elevated  blood  cholesterol,  high 
blood  pressure,  physical  inactivity,  being  over- 
weight, and  diabetes  have  been  established  as  modi- 
fiable risk  factors  of  heart  disease.1 2 The  Centers 
for  Disease  Control  and  Prevention  estimated  that 
25  - 43  percent  of  deaths  from  heart  disease  were 
attributed  to  each  of  these  behavioral  risk  factors.3 
Changing  behavioral  risk  factors  is  an  important 
means  to  prevent  heart  disease4  and  has  contrib- 
uted to  the  decline  of  heart  disease  mortality  in  the 
past  three  decades.5  The  purpose  of  this  study  was 
to  examine  the  prevalence  of  behavioral  risk  fac- 
tors for  heart  disease  among  adult  South  Carolin- 
ians and  to  determine  the  frequency  of  attempts  to 
change  these  factors  among  people  at  risk. 

METHODS 

The  data  for  this  analysis  were  taken  from  the 
1996  South  Carolina  Behavioral  Risk  Factor  Sur- 
veillance System  (BRFSS),  a population-based  ran- 
dom-digit-dialed telephone  survey  conducted  every 
year  by  the  South  Carolina  Department  of  Health 
and  Environmental  Control,  in  conjunction  with  the 
Centers  for  Disease  Control  and  Prevention  (CDC). 
The  BRFSS  is  used  to  determine  self-reported  risk 
factors  and  health  status  among  adults  age  1 8 years 
and  older.6 

The  BRFSS  collects  data  from  survey  re- 
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spondents  about  risk  factors  and  behaviors  such  as 
cigarette  smoking,  physical  activity,  body  weight, 
awareness  of  hypertension,  hypercholesterolemia, 
and  diabetes.  To  assess  the  adoption  of  healthy 
lifestyles,  BRFSS  collects  information  about  sur- 
vey respondents’  attempts  to  quit  smoking,  to 
change  dietary  habits,  and  to  increase  physical  ac- 
tivity. The  detail  survey  questions  are  published  at 
the  CDC’s  web  site  (http://www.cdc.gov/nccdphp/ 
brfss). 

In  this  study,  current  smokers  were  persons  who 
reported  having  smoked  at  least  100  cigarettes  dur- 
ing their  lifetime  and  who  said  they  were  smoking 
every  day  or  some  days  at  the  time  of  the  survey.7 
Persons  were  considered  physically  inactive  if  they 
reported  not  participating  in  any  kind  of  physical 
activity,  or  if  they  were  irregular  in  their  physical 
activity  participation  habits.8  Body  mass  index 
(BMI)  was  calculated  by  dividing  the  respondent’s 
weight  in  kilograms  by  the  square  of  their  height 
in  meters.  Persons  were  considered  at  risk  of  over- 
weight if  their  BMI  was  greater  than  27.8  for  men 
or  27.3  for  women  (CDC  1989).9 

Data  for  blacks  and  other  races  were  combined 
as  non-white  because  people  of  other  races  were 
too  few  (<1.6  percent)  in  the  BRFSS  survey  re- 
spondents. Rates  reported  in  this  study  represent 
estimated  population  prevalence  rates  for  the  pro- 
portion of  the  South  Carolina  population  with  the 
specific  risk  factor  or  behaviors  at  the  time  of  the 
BRFSS  interview.  The  prevalence  was  calculated 
using  the  SUDAAN  software.10  No  statistical  test- 
ing is  reported  for  the  results  because  rather  than 
hypothesis  tests,  the  data  are  published  to  describe 
the  differences  in  heart  disease  risk  behaviors  be- 
tween groups. 
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Table  1.  Estimated  prevalence  (%)  of  risk  factors  for  heart  disease  among  adults  in  South  Carolina,  1996 

Any  one 


Over- 

weight 

Cigarette 

Smoking 

Hyperchol- 

esterolemia 

Hyper- 

tension 

Physical 

Inactivity 

Diabetes 

of  risk 
factors 

All 

32.1 

24.4 

19.8 

24.9 

62.5 

5.4 

85.2 

By  race 

White 

27.2 

26.7 

21.6 

23.1 

60.4 

4.5 

83.3 

Non-white 

44.4 

18.8 

15.4 

29.2 

67.5 

7.5 

89.9 

By  sex 

Men 

33.8 

25.0 

16.9 

21.8 

60.2 

5.1 

83.2 

Women 

30.3 

23.5 

22.2 

27.3 

63.9 

5.6 

86.1 

By  race-sex* 

W-M 

30.6 

26.2 

19.4 

20.9 

59.0 

4.2 

81.7 

W-W 

24.0 

27.2 

23.6 

25.2 

61.7 

4.8 

84.8 

NW-M 

43.6 

22.8 

10.7 

25.1 

65.5 

7.5 

90.3 

NW-W 

45.1 

15.5 

19.2 

32.6 

69.5 

7.5 

89.6 

* W-M:  White  men;  W-W:  White  women;  NW-M:  Non-white  men;  NW-W:  Non-white  women. 


RESULTS 

In  1996,  1,879  South  Carolinians  responded  to 
the  South  Carolina  BRFSS.  There  were  749  men 
and  1,130  women,  and  1,412  white  and  447  non- 
white respondents  (20  individuals  did  not  report 
their  race).  The  average  age  of  the  survey  respon- 
dents was  45.1  years.  These  respondents  repre- 
sent a random  sample  from  the  approximately 
2,750,000  adults  aged  18  and  older  in  South  Caro- 
lina at  the  time  of  the  BRFSS  1996  survey. 

As  shown  in  Table  1 , 85  percent  of  South  Caro- 
lina adults  had  one  or  more  risk  factors  for  heart 
disease.  The  prevalence  of  current  cigarette  smok- 
ing was  24  percent.  Nearly  one-third  (32  percent) 


of  adults  were  classified  as  being  overweight. 
Sixty-two  percent  of  South  Carolinians  were  clas- 
sified as  being  physically  inactive.  Twenty-five 
percent  of  South  Carolina  adults  reported  having 
hypertension,  20  percent  of  adults  had  elevated 
blood  cholesterol,  and  five  percent  reported  hav- 
ing been  diagnosed  with  diabetes. 

There  were  considerable  differences  in  the 
prevalence  of  risk  factors  among  race-sex-groups. 
Women  were  more  likely  to  report  having  hyperc- 
holesterolemia and  hypertension  than  men.  Non- 
whites were  more  likely  to  report  being  physically 
inactive,  overweight,  and  hypertensive  than  whites. 
More  whites  were  current  cigarette  smokers  than 


Table  2.  Prevalence  (%)  of  attempt  to  change  risk  factors  for  heart  disease  among  people  who  were  at  risk 


Attempts 

Quit  smoking  Be  physically  active 

Eat  less  fat  / cholesterol 

People  at  risk 

Cigarette 

Smokers 

Sedentary 

Overweight 

Overweight,  hypertension 
hypercholesterolemia 

All 

46.6 

53.3 

69.1 

74.7 

White  men 

41.5 

51.6 

68.6 

77.6 

White  women 

51.6 

52.8 

64.8 

78.3 

Non-white  men 

42.2 

61.4 

82.0 

69.1 

Non-white  women 

51.2 

51.3 

64.8 

67.4 
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non-whites.  Non-white  women  had  the  highest 
prevalence  of  physical  inactivity,  being  overweight, 
and  reporting  hypertension,  but  they  had  the  low- 
est prevalence  of  cigarette  smoking  among  the  four 
race-sex-  groups.  Non- white  men  reported  the  low- 
est prevalence  and  white  women  reported  the  high- 
est prevalence  for  hypercholesterolemia.  White 
women  were  least  likely  to  be  classified  as  over- 
weight based  on  the  BMI.  White  men  reported  the 
most  physical  activity,  and  the  least  hypertension. 

Many  people  at  risk  for  heart  disease  reported 
attempting  to  modify  their  risk  by  changing  their 
behavior.  (Table  2)  The  extent  of  attempting  to 
change  risk  factors  varied  considerably  by  the  risk 
factors  and  between  the  populations  groups.  Nearly 
half  of  the  current  cigarette  smokers  reported  quit- 
ting cigarette  smoking  for  one  day  or  longer  dur- 
ing the  past  12  months.  Three  quarters  of  people 
who  were  classified  as  being  overweight  and  re- 
ported hypertension  or  hypercholesterolemia  at- 
tempted to  eat  less  fat  and  cholesterol.  Sixty 
percent  of  people  who  were  physically  inactive  and/ 
or  overweight  reported  they  had  tried  to  be  more 
physically  active  or  to  exercise  more  often.  Among 
respondents  who  said  they  were  current  cigarette 
smokers,  more  women  tried  to  quit  smoking  than 
men.  More  whites  tried  to  change  dietary  behav- 
iors to  eat  less  fat  or  less  cholesterol  than  non- 
whites. On  the  other  hand,  more  non-white  men 
reported  attempting  to  be  more  physically  active 
as  compared  with  overweight  or  physically  inac- 
tive people  in  other  race-sex  groups. 

DISCUSSION 

The  1996  BRFSS  survey  shows  that  the  preva- 
lence of  cigarette  smoking,  being  physically  inac- 
tive, overweight,  or  having  hypertension, 
hypercholesterolemia,  or  diabetes  remains  very 
high  among  adult  South  Carolinians.  Six  out  of 
seven  adults  had  one  or  more  of  these  modifiable 
risk  factors  for  heart  disease.  The  prevalence  of 
risk  factors  for  heart  disease,  especially  being  over- 
weight and  physically  inactive,  was  higher  among 
non- whites  than  whites. 

Among  CHD  risk  factors,  physical  inactivity 
was  nearly  twice  that  of  any  other  single  risk  fac- 
tor. Because  of  its  high  prevalence,  physical  inac- 
tivity presents  as  an  important  single  risk  factor 
for  action  to  reduce  heart  disease  risk  among  adult 


South  Carolinians.  Regular  physical  activity  re- 
duces the  risk  of  dying  prematurely  from  heart  dis- 
ease, reduces  the  risk  of  developing  diabetes  and 
hypertension,  and  helps  control  body  weight.8 
Regular  physical  activity  is  universally  accepted 
as  an  important  component  in  the  primary  preven- 
tion of  heart  disease11  and  could  prevent  36  per- 
cent, approximately  4,000  deaths,  from  heart 
disease  in  South  Carolina. 

These  BRFSS  data  indicate  that  many  people 
recognized  their  CHD  risk  factors  and  attempted 
to  quit  smoking,  eat  less  fat  or  cholesterol,  and  be 
more  physically  active.  The  efforts  to  change  risk 
behaviors  varied  by  the  type  of  behavior  and  among 
race-gender-groups.  These  efforts  range  from  42 
percent  of  white  men  who  tried  to  stop  smoking  to 
78  percent  of  white  women  who  tried  to  change 
their  dietary  behaviors  for  fat  and  cholesterol  con- 
sumption. These  data  also  suggest  that  the  prior- 
ity and  choice  of  actions  taken  to  change  risk  factors 
vary  among  population  sub-groups.  The  promo- 
tion of  healthy  lifestyles  should  take  into  account 
these  race-sex  specific  considerations.  Regardless 
of  the  large  percentage  of  people  at  risk  who  re- 
ported attempting  to  change  their  risk  factors,  the 
prevalence  of  many  risk  factors  has  not  decreased 
significantly  since  1985,  the  first  year  in  which 
BRFSS  data  were  available.  Greater  efforts  must 
be  made  not  only  to  change  these  risk  factors,  but 
also  to  reinforce  the  changes  and  to  maintain 
healthy  behaviors.12 

Physicians  are  encouraged  to  note  that  on  the 
1996  South  Carolina  BRFSS  survey,  women  indi- 
cated they  are  more  likely  to  attempt  cigarette 
smoking  cessation  than  men.  Non- whites  reported 
being  more  likely  to  increase  their  physical  activ- 
ity as  a response  to  perceived  cardiovascular  risk 
factors,  whereas  whites  reported  being  more  likely 
to  try  to  modify  their  diets.  These  tendencies  may 
assist  clinicians  with  counseling  individual  patients 
to  reduce  CHD  risk  factors.  Clearly  it  is  prudent 
for  physicians  to  encourage  their  adult  patients  to 
undertake  30  minutes  of  daily  moderate  physical 
activity  that  is  sufficient  to  reduce  the  risks  for 
coronary  heart  disease.13  □ 
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The  interest  in  newborn  hearing  screening  has 
grown  as  the  technology  has  become  available  and 
as  understanding  has  developed  of  the  importance 
of  early  identification  and  habilitation  to  language 
development,  communication  within  a family,  and 
future  educational  achievement.12’3’4’5'6  A recent 
study  by  Yoshinago-Itano7  established  that  children 
with  hearing  loss  who  were  identified  before  six 
months  and  who  received  early  intervention,  de- 
veloped age  appropriate  language  in  comparison 
to  their  normal  hearing  peers.  This  was  not  true  of 
children  who  were  identified  after  the  age  of  six 
months.  This  effect  was  found  for  mild,  moderate, 
severe  and  profound  hearing  losses  and  was  inde- 
pendent of  gender  or  socioeconomic  status. 

Universal  newborn  hearing  screening  (UNHS) 
is  in  its  early  stages  in  South  Carolina.  Currently 
eight  hospitals  are  participating  in  a one  year  pilot 
program  to  gather  data  prior  to  statewide  imple- 
mentation. Tuomey  Healthcare  System  (THS)  was 
one  of  the  first  hospitals  in  South  Carolina  to  screen 
the  hearing  of  all  newborns  prior  to  discharge.  THS 
births  approximately  100  babies  per  month.  The 
hospital  is  located  in  a town  with  a population  of 
approximately  50,000  and  also  serves  surround- 
ing rural  areas.  Four  years  of  experience  has  re- 
vealed some  of  the  practical  obstacles  to  screening 
and  to  providing  support  services  for  hearing  im- 
paired infants  and  their  families.  The  purpose  of 
this  study  was  to  identify  areas  in  the  UNHS  pro- 
gram which  were  barriers  to  the  consistent  provi- 
sion of  services  to  infants  with  hearing  impairment 
and  their  families. 

METHODS 

After  extensive  review  and  evaluation,  the  com- 
mittee at  THS  selected  the  Automated  Auditory 
Brainstem  Response  ( AABR™)  technology  unique 


* Address  correspondence  to  Ms.  Corley  at  1215 
Alice  Dr.,  Sumter,  SC  29150. 


to  the  ALGO™  Newborn  Hearing  Screener  (Natus 
Medical  Inc.  San  Carlos,  CA).  The  program  ini- 
tially used  the  ALGO™  1+  model  which  was  re- 
placed by  the  ALGO™  2 in  December  1995.  The 
AABR™  2 was  subsequently  chosen  for  use  in  the 
South  Carolina  pilot  program.  The  device  measures 
activity  along  the  hearing  pathway  from  the  ear  to 
the  brainstem.  Sensors  are  placed  on  the  baby’s 
head  and  record  the  brainwave  responses  to  sounds 
sent  through  disposable  earphones.  The  advantages 
of  AABR™  screening  technology  is  its  high  speci- 
ficity and  sensitivity,  ease  of  operation,  immediate 
pass/refer  outcome,  and  cost  effectiveness. 

Testing  is  provided  by  the  newborn  nursery  staff 
within  the  first  24  hours  after  birth.  Babies  who  do 
not  pass  the  initial  screen  on  one  or  both  ears  are 
rescreened  immediately.  The  nursing  staff  educates 
the  families  about  the  hearing  screen  and  commu- 
nicates the  results  prior  to  hospital  discharge.  For 
those  who  do  not  pass,  the  staff  audiologist  and 
coordinators  from  Babynet  (a  statewide  early  in- 
tervention program)  schedule  additional  testing 
within  two-three  weeks  post  discharge. 

RESULTS 

A total  of  5 156  babies  have  been  screened  to  date. 
Of  the  5156,  2063  were  screened  with  the 
ALGO™l+.  Outcome  data  will  be  discussed  for 
the  3093  newborns  who  received  screening  on  the 
ALGO™2.  Five  (0. 16  percent)  infants  left  the  hos- 
pital prior  to  receiving  a screen.  Of  the  134  (4.3 
percent)  who  were  referred  for  further  testing,  78 
(58  percent)  passed,  22  (16  percent)  did  not  keep 
the  appointment,  11  (8  percent)  are  in  process,  and 
23  (17  percent)  were  identified  with  hearing  loss. 
The  23  infants  (0.7  percent  of  infants  screened) 
identified  with  hearing  loss  had  mixed  hearing  loss 
(3),  conductive  hearing  loss  (14),  or  sensorineural 
hearing  loss  (3).  Three  infants  received  further  ser- 
vices and  evaluations  elsewhere. 
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Habilitation/treatment 

All  types  of  hearing  loss-  the  results  are  reported 
to  the  pediatrician/primary  care  physician  to  ob- 
tain a referral  to  an  otolaryngologist.  After  treat- 
ment and/or  diagnostic  evaluation  the  infant  returns 
to  the  audiologist  for  an  audiological  evaluation, 
and  recommendations  for  habilitation  and/or  moni- 
toring of  the  hearing.. 

Mixed  and  sensorineural  hearing  loss  - in  addi- 
tion to  the  above,  referrals  are  made  to  the  local 
health  department,  in  particular  Babynet,  Childrens 
Rehabilitative  Services  (CRS),  and  Ski-Hi  to  co- 
ordinate services  for  the  newborn  and  their  family. 
Ski-Hi  is  the  outreach  program  of  the  South  Caro- 
lina School  for  the  Deaf  and  Blind  and  parent  ad- 
visors are  available  to  visit  the  families  weekly. 

CHALLENGES 
Referral  rate 

The  current  referral  rate  is  four  percent;  the  goal 
is  to  bring  the  referral  rate  below  three  percent.  Of 
the  four  percent,  about  .75  percent  (23/3093)  can 
be  considered  as  true  positives,  giving  a false  posi- 
tive rate  of  over  3 percent.  The  nursing  staff  has 
found  that  a convenient  time  to  screen  the  new- 
born is  immediately  after  birth.  Generally  the  in- 
fant is  quiescent.  However,  this  may  increase  the 
number  of  infants  needing  to  be  rescreened.  Re- 
ferral rates  do  drop  over  the  first  24  hours  postpar- 
tum due  to  maturational  effects  and  resolution  of 
barriers  to  sound  such  as  middle  ear  fluid  and  de- 
bris in  the  external  earcanals.  Staff  turnover  may 
also  cause  a transient  increase  in  the  referral  rate 
until  new  employees  gain  experience  in  the  skills 
necessary  for  hearing  screening. 

Babies  discharged  prior  to  screening 

At  THS  hearing  screening  is  incorporated  into 
the  standing  orders  for  the  care  of  newborns.  Less 
than  0.2  percent  are  discharged  before  they  receive 
a hearing  screen.  Possible  reasons  for  an  infant  not 
to  receive  a screen  are  a}  parents  decline  testing 
and  b}  early  discharge  or  equipment  malfunction. 
In  the  latter  case,  infants  are  scheduled  for  a hear- 
ing screen  with  the  staff  audiologist  within  two  or 
three  weeks  of  leaving  the  hospital. 

No  show  rates 

Of  those  infants  who  are  referred  for  further  test- 


ing in  either  one  or  both  ears  after  the  AABR™ 
screen,  approximately  16  percent  are  not  seen  for 
that  testing.  Appointments  with  the  audiologist  are 
made  by  letter  to  the  parent(s).  If  the  first  appoint- 
ment is  not  kept,  a second  one  is  made  within  a 
month.  If  the  parents  fail  to  keep  this  appointment, 
a letter  is  sent  to  them  reiterating  the  importance 
of  the  testing  and  requesting  that  they  call  for  an 
appointment.  A copy  of  this  letter  is  sent  to  the  pri- 
mary care  physician  and  to  the  Health  Department. 
In  many  cases  the  physician  or  the  health  depart- 
ment staff  will  intervene  and  ensure  that  an  appoint- 
ment is  made  and  kept.  However  this  still  leaves  a 
significant  number  of  babies  who  do  not  receive 
additional  audiological  testing.  A certain  number 
have  moved  from  the  area  or  call  to  decline  testing 
and  this  is  documented.  Those  who  did  not  pass 
the  AABR™  screening  in  either  ear  are  referred  to 
Family  Support  Services  (FSS)  at  the  Health  De- 
partment. Efforts  are  then  made  by  a registered 
nurse  to  visit  and  assist  the  family  to  obtain  the 
recommended  services  for  their  newborn.  In  1997 
the  number  of  infants  who  were  referred  in  both 
ears  was  only  nine  (0.7  percent  of  infants  screened) 
and  two  were  referred  to  FSS. 

Monitoring  infants  at  risk  for  delayed  onset 
hearing  loss 

The  1994  recommendations  of  the  Joint  Com- 
mittee on  Infant  Hearing8  include  biannual  audio- 
logical  evaluations  for  infants  and  children  who 
are  at  risk  for  delayed  onset  hearing  loss.  At  THS 
approximately  seven  infants  bom  in  1997  met  those 
criteria  (0.6  percent  of  infants  tested).  Of  3 1 evalu- 
ations in  1997  of  children  between  birth  and  three 
years  receiving  audiological  monitoring,  24  yielded 
abnormal  results.  The  majority  were  conductive 
hearing  losses  and  medical  referrals  were  made. 
However,  one  child  had  a progressive  unilateral 
sensorineural  hearing  loss  and  another  showed  evi- 
dence of  auditory  neuropathy  secondary  to  kemict- 
erus.  Monitoring  infants  who  are  at  risk  for 
developing  hearing  loss  will  probably  be  more  ef- 
fective when  infants  with  asymptomatic  congeni- 
tal cytomegalovims  are  identified  at  birth910  and 
can  receive  routine  audiologic  evaluations. 

Coordination  with  state  agencies  and  support 
services 
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One  of  the  most  effective  ways  that  we  have 
found  to  coordinate  services  to  these  children  and 
their  families  has  been  a weekly  meeting.  Repre- 
sentatives from  the  local  health  department  includ- 
ing Babynet,  family  support  services,  and  CRS, 
Ski-Hi,  local  school  districts,  audiology,  speech 
pathology,  and  developmental  pediatrics  are  gen- 
erally present. 

CONCLUSIONS 

In  conclusion,  hospitals  across  the  country  have 
demonstrated  success  using  various  technologies 
in  UNHS.  Most  of  the  issues  in  infant  hearing 
screening  have  been  successfully  addressed  by  the 
available  technology.  However,  there  are  still  some 
challenges  to  ensuring  that  the  infants  who  are  re- 
ferred for  further  testing  receive  that  testing  in  a 
timely  manner.  Even  more  important  is  to  ensure 
that  the  infants  identified  with  hearing  loss  receive 
consistent  and  early  habilitation.  It  was  found  that 
coordination  between  service  providers  and  in  some 
cases,  the  provision  of  additional  family  support, 
is  helpful  in  improving  the  quality  of  the  early  in- 
tervention services.  The  solutions  will  vary  from 
community  to  community,  but  will  involve  profes- 
sionals and  agencies  working  together  with  the 
families  on  a individual  basis. 

As  a word  of  caution,  it  is  possible  to  have  a 
false  sense  of  security  when  an  infant  passes  a new- 
born hearing  screen.  Parental  concern  should  be 
taken  seriously  as  progressive  or  delayed  onset 
hearing  loss  has  not  been  an  uncommon  finding 
since  screening  was  initiated  at  THS.  □ 
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Like  many  predominantly  rural  states,  South  Caro- 
lina has  many  areas  where  residents  lack  adequate 
access  to  health  care  due  to  relative  shortages  in 
the  supply  of  health  care  providers.  The  South 
Carolina  Department  of  Health  Education  and  En- 
vironmental Control  estimates  that  in  1998,  the 
state  requires  83  additional  physicians  to  meet  the 
needs  of  underserved  areas  and  that  over  1 million 
individuals  or  36  percent  of  the  population  of  the 
state  face  difficulty  getting  access  to  health  care 
(South  Carolina  Department  of  Health  and 
Envirnmental  Control,  personal  communication, 
March,  1998)  . These  people  live  in  56  areas  that 
carry  the  designation  as  a Health  Professional 
Shortage  Area  (HPSA).  Thirty-eight  counties  in 
South  Carolina  have  at  least  one  area  that  is  desig- 
nated as  a HPSA;  nearly  70  percent  of  these  are  rural 
counties.  While  there  has  been  a trend  downward  in 
the  number  of  HPSA’s  over  the  past  ten  years,  esti- 
mates still  show  that  nearly  84  physicians  would  be 
needed  in  these  underserved  areas  to  provide  adequate 
health  care  access  for  all  citizens  of  South  Carolina. 

The  greatest  need  in  these  underserved  areas  is 
for  primary  care  services.  Since  family  physicians 
are  most  likely  to  locate  in  rural,  underserved  ar- 
eas,1 it  is  most  likely  that  increases  in  the  number 
of  family  physicians  who  practice  in  South  Caro- 
lina is  one  strategy  that  might  address  the  health 
professional  shortages  in  these  rural  communities. 
Compared  to  institutions  in  other  states,  the  two 
medical  schools  in  South  Carolina  have  an  excel- 
lent record  in  the  past  ten  years  of  producing  medi- 
cal school  graduates  who  enter  family  practice.23 
Over  20  percent  of  South  Carolina  medical  school 
graduates  select  family  practice  for  their  training. 
Despite  this  though,  the  number  of  HPS  As  and  fam- 
ily physicians  needed  to  satisfy  this  shortage  have 
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only  declined  marginally  over  the  last  decade.  As 
pointed  out  by  the  deans  of  the  two  state  medical 
schools,  the  numbers  of  medical  students  and  per- 
cent electing  primary  care  are  sufficient  to  meet 
health  care  work  force  goals.4  However,  the  dis- 
tribution of  physicians  still  needs  work. 

Having  medical  school  graduates  enter  family 
practice  is  just  one  factor  in  a complicated  equa- 
tion that  determines  health  professional  shortage. 
Evidence  suggests  that  residents  tend  to  locate 
within  the  service  area  of  their  training  institution. 
If  South  Carolina  residency  programs  are  not  suc- 
cessful in  recruiting  the  state’s  medical  school 
graduates,  there  is  a reduced  likelihood  that  they 
will  return  after  they  train  out-of-state.  Secondly, 
if  residency  graduates  who  perform  their  family 
practice  training  in  a South  Carolina  residency  pro- 
gram are  unlikely  to  locate  in  rural  areas,  there  will 
be  little  impact  on  reducing  health  shortages.  Fi- 
nally, retention  of  current  rural  providers  is  another 
issue.  The  retirement  of  older  physicians  who  prac- 
tice in  rural  areas  plus  the  loss  of  younger  physi- 
cians who  initially  may  locate  their  practice  in  rural 
areas  but  then  leave  may  make  it  difficult  to  allevi- 
ate health  care  shortages. 

The  aim  of  this  project  is  to  explore  the  relative 
impact  of  medical  school  graduate  specialty  and 
training  location  selection,  historical  trends  for  fam- 
ily practice  graduates  from  South  Carolina  train- 
ing programs  entering  practice  in  rural  area,  and 
projected  attrition  from  practice  in  underserved 
areas  on  the  future  health  care  needs  in  these 
underserved  areas. 

METHODS 

This  study  relied  on  two  general  sources  of  data: 
( 1 ) secondary  data  collected  by  the  South  Carolina 
Area  Health  Education  Center  (AHEC),  the  state 
of  South  Carolina,  and  family  practice  residency 
training  programs;  (2)  primary  data  collected  from 
physicians  practicing  in  underserved  areas  and  stu- 
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TABLE  1.  Physicians  working  in  underserved  areas  in  South  Carolina 

N = 201 

Race 

White 

166  (83%) 

African-American 

7 (3%) 

Hispanic 

1 (1%) 

Other 

14  (7%) 

No  answer 

13  (7%) 

Practice  activity 

Full-time  practice 

148  (74%) 

Part-time  practice 

15  ( 7 %) 

Retired 

32(16%) 

No  answer 

8 (4%) 

Reason  for  entering  underserved  practice 

Hometown/family  connections 

72  (45%) 

Liked  rural  area 

65  (40%) 

Job  market  pressure 

10  (6%) 

Obligation 

6 (4%) 

Preferred  rural  lifestyle 

5 (3%) 

Better  income 

2(1%) 

Just  crazy 

1 (1%) 

dents  graduating  from 
South  Carolina  medi- 
cal schools  who  are 
entering  family  medi- 
cine residencies. 

Secondary  data 
sources. 

The  number  of  phy- 
sician shortage  areas 
was  obtained  through 
the  DHEC  Primary 
Care  office.  These  in- 
clude 18  counties,  two 
counties  outside  the 
urbanized  area  of  the 
county  seat,  and  par- 
tial areas  in  18  coun- 
ties including  urban 
underserved  areas. 

Data  for  family  prac- 
tice graduates  locating 
in  any  of  these  areas  were  obtained  from  South 
Carolina  AHEC  reports  from  1987-1992.  These 
reports  generated  a practice  location,  if  known,  for 
residents  completing  family  practice  training  in  the 
state  of  South  Carolina.  After  1992,  AHEC  no 
longer  collected  actual  sites  of  practice  and  collected 
only  composite  figures  from  residencies  for  in-state 
versus  out-of-state  locations  for  practice. 

Primary  data  sources 
Physicians  in  underserved  areas. 


To  assess  the  population  of  physicians  who  prac- 
tice in  underserved  areas  and  their  likelihood  of 
leaving  the  area  in  the  next  three  years,  a survey 
was  sent  to  all  341  physicians  who  were  listed  in 
the  state  physician  directory  as  practicing  in  South 
Carolina  HPSAs;  nine  of  these  were  returned  un- 
deliverable, leaving  a sample  of  332.  The  survey 
asked  physicians  to  indicate  reasons  for  locating 
in  an  underserved  area,  their  likelihood  of  leaving 
in  the  next  three  years,  and,  if  considering  leaving, 
why  they  would  be  leaving  practice.  Demographic 


TABLE  2.  Physician  specialty  and  likelihood  of  leaving  within  next  3 years 

Specialty 

N(%  of  total) 

Over  age  60  (%) 

Likely  or  very  likely  to 
leave  in  next  3 years 

Family  practice 

102  (51%) 

41  (40%) 

21  (21%) 

Other  primary  care* 

30  (15%) 

6 (20%) 

2 ( 7%) 

Other 

69  (34%) 

36  (52%) 

9(13%) 

TOTAL 

201 

118  (59%) 

33  (16%) 

* General  medicine,  pediatrics,  OB/GYN 
(under  age  60  — p=0.01) 
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TABLE  3.  Reasons  given  for  likelihood  of  leaving 

(n=  34) 

Retirement 

19  (56%) 

Workload/lifestyle 

6(18%) 

Obligation  completed 

3 (9%) 

Market  changes 

3 (9%) 

Family  reasons 

1 (3%) 

Low  salary 

1 (3%) 

Death 

1 (3%) 

and  specialty  information  were  also  collected.  Re- 
sponses were  obtained  from  201  (61  percent)  of  the 
physicians  in  this  group. 

New  graduates  in  family  practice. 

Since  medical  school  data  indicated  that  signifi- 
cant proportions  of  South  Carolina-educated  stu- 
dents selected  residency  programs  outside  the  state, 
we  surveyed  all  medical  school  graduates  from  the 
1998  class  to  determine  what  factors  influenced 
their  selection  of  a family  practice  residency.  We 
asked  whether  applicants  matched  at  their  top  se- 
lection and  if  not,  if  that  top  choice  had  been  an  in- 
state program  or  out-of-state  program.  We  also 
provided  selected  reasons  why  the  student  would 
have  chosen  to  stay  in-state  or  out-of-state  and  al- 
lowed students  to  provide  other  responses  as  well. 
Responses  were  obtained  from  26  (70  percent)  of 


the  graduating  students  at  MUSC  and  USC  enter- 
ing a family  practice  residency  program. 

RESULTS 

Stability  of  physician  supply  in  underserved  areas 
Of  the  201  physicians  who  replied  to  our  sur- 
vey, 82  percent  were  in  active  practice  and  1 6 per- 
cent had  already  retired  (Table  1).  The 
overwhelming  majority  of  those  who  were  in  prac- 
tice worked  full-time.  When  asked  about  why  they 
had  chosen  to  work  in  an  underserved  area,  the  most 
common  responses  were  that  the  area  was  either 
the  physician  or  their  spouse’s  home  town  (45  per- 
cent) or  that  they  always  wanted  to  work  in  an 
underserved  area  (40  percent).  Job  market  pres- 
sures forced  a small  number  of  physicians  to  work 
in  underserved  areas;  interestingly,  these  physicians 
tended  to  be  non-primary  care  physicians  (six  out 
of  ten).  Loan  replacement  obligation  accounted 
for  only  a small  percentage  of  individuals  who 
worked  in  these  areas  and  most  of  these  indicated 
a high  likelihood  of  leaving  when  their  obligation 
was  completed. 

Table  2 shows  the  number  of  physicians  by  spe- 
cialty and  their  indication  that  they  would  leave 
within  the  next  three  years.  Family  physicians  ac- 
count for  about  half  of  the  physicians  in 
underserved  areas  with  non-primary  care  specialty 
physicians  accounting  for  about  two-thirds  of  the 

remaining  doctors. 
These  two  populations 
are  senior  in  age  with 
52  percent  of  non-pri- 
mary care  doctors  and 
40  percent  of  family 
physicians  over  the  age 
of  60.  Though  the  non- 
primary care  physi- 
cians were  more  likely 
to  be  over  the  age  of 
60,  they  were  less 
likely  to  indicate  that 
they  would  be  leaving 
the  area  in  the  next 
three  years. 

Finally,  Table  3 
shows  the  reasons 
given  by  physicians 
who  indicated  they 


TABLE  4.  Medical  students  entering  family  practice  in  1998 

Stayed  in-state  for 
residency 
(N=14) 

Left  state  for 
residency 
(N=12) 

Matched  at  first  choice 

12  (86%) 

10  (83%) 

Reason  for  choice: 

Wanted  to  stay/leave  state 

8 (57%) 

2(17%) 

Wanted  to  stay  in-state  but  did  not  match 

0 

1 (8%) 

Best  program  regardless  of  location 

4 (29%) 

3 (25%) 

Spouse/partner 

1 (7%) 

2(17%) 

Other  reason 

1 (7%) 

3 (25%) 
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would  likely  be  leaving  in  the  next  three  years. 
Retirement  was  the  most  common  reason  that  phy- 
sicians would  be  leaving  practice,  although  1 8 per- 
cent of  the  respondents  cited  workload  and  lifestyle 
issues  as  the  most  important  factor  that  was  influ- 
encing their  anticipated  departure. 

New  physician  supply 

In  the  six  years  that  data  were  available  (1987- 
1992),  the  family  practice  residencies  graduated  a 
total  of  339  family  physicians.  One  hundred  eighty 
(53  percent)  of  these  remained  in  South  Carolina 
for  their  initial  practice.  Only  a small  number  of 
new  family  practice  physicians  located  their  prac- 
tices in  underserved  areas,  though.  During  this  six 
year  period,  17  graduates  indicated  joining  or  start- 
ing a new  practice  in  a South  Carolina  HPSA.  This 
ranges  from  highs  of  six  residents  in  1990  and  1991 
to  none  in  1989.  Taking  this  rate  over  the  six  years 
produces  an  average  of  2.7  physicians  locating  in 
HPSAs  per  year  or  only  five  percent  of  the  total 
graduates  of  family  practice  residency  programs 
in  the  state. 

The  other  potential  source  for  future  physicians 
in  underserved  areas  are  residency  graduates  who 
grew  up  in  South  Carolina.  During  the  1998  match, 
36  students  from  MUSC  and  USC  chose  training 
in  family  practice.  Of  the  26  who  replied  to  our 
survey,  14  were  training  in  South  Carolina  resi- 
dencies and  12  in  out-of-state  residencies  (Table 
4).  Twelve  (86  percent)  of  those  who  remained  in 
state  received  their  first  choice  in  the  match  and 
ten  (83  percent)  of  those  who  entered  programs 
out-of-state  received  their  first  choice.  None  of 
the  students  who  remained  in-state  had  preferred 
an  out-of-state  program  and  only  one  student  who 
entered  training  out-of-state  had  a first  choice  that 
was  an  in-state  program. 

The  most  common  reason  for  selecting  a pro- 
gram among  students  who  elected  to  stay  in-state 
was  a desire  to  train  in  South  Carolina.  Students 
who  left  South  Carolina  for  residency  had  a vari- 
ety of  reasons  for  selecting  their  residency.  A quar- 
ter believed  the  program  in  which  they  matched  was 
the  best  program  (25  percent),  while  about  a third 
either  wanted  to  leave  the  state  or  left  because  of  a 
commitment  to  their  spouse  or  partner. 

DISCUSSION 


These  data  paint  a rather  bleak  picture  for  phy- 
sician supply  in  underserved  areas  of  South  Caro- 
lina. Data  from  those  who  practice  in  these  areas 
suggest  that  about  ten  physicians  per  year  will  be 
leaving  practice  with  the  majority  of  these  being 
family  physicians.  Though  more  of  the  contingent 
are  over  age  60,  fewer  non-primary  care  physicians 
in  underserved  areas  state  that  they  are  likely  to  be 
leaving  in  the  next  three  years.  Second,  the  major 
factor  influencing  physicians  to  leave,  which  is 
retirement,  is  not  amenable  to  interventions  that 
could  improve  access  to  primary  care  services  in 
these  underserved  communities. 

It  is  also  clear  that  unless  the  historical  trends 
in  practice  locations  of  new  primary  care  physi- 
cians changes,  there  will  be  an  inadequate  supply 
of  new  physicians  to  replace  these  retiring  doctors. 
New  family  physician  graduates  are  moving  into 
these  areas  at  very  low  rates.  Despite  60  new  fam- 
ily doctors  per  year  finishing  their  residency  in  the 
state  of  South  Carolina,  only  two  to  three  end  up 
in  underserved  communities.  Rather  than  reduc- 
ing the  underserved  areas  in  the  state,  we  are  likely 
to  go  from  bad  to  worse. 

In  general,  the  medical  schools  in  South  Caro- 
lina are  doing  an  above-average  job  in  accepting 
and  training  medical  students  who  choose  primary 
care  career.  The  last  three  year  average  for  stu- 
dents electing  family  practice  at  MUSC  (21.6  per- 
cent) and  USC  (21.3  percent)  (Kahn,  et  al),  places 
the  two  South  Carolina  medical  schools  26th  and 
28th  among  the  countries  124  medical  schools. 
However,  many  of  these  students  appear  to  prefer 
training  programs  outside  South  Carolina.  Ex- 
panding residency  positions  in  South  Carolina  to 
accommodate  these  students  is  unlikely  to  be  cost- 
effective  since  over  a third  of  those  who  entered 
out-of-state  programs  indicated  they  selected  an 
out-of-state  program  specifically  to  leave  South 
Carolina  or  left  because  of  a partner  commitment. 
Rather,  focus  on  improving  the  quality  of  the  resi- 
dency experiences  in  South  Carolina  would  have  a 
greater  impact  on  luring  students  who  left  because 
of  their  perception  that  an  out-of-state  program  was 
better. 

Other  policy  implications  are  suggested  by  these 
data.  First,  underserved  physicians  tend  to  either 
go  back  to  where  they  came  from  or  envision  prac- 
ticing in  an  underserved  area  early  in  their  career. 
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This  suggests  that  concentration  on  the  admissions 
process  on  individuals  with  either  this  background 
or  avocation  would  have  the  greatest  impact  on 
future  physician  supply.  Second,  loans  and  other 
inducements  that  obligate  physicians  to  practice 
in  underserved  areas  appear  to  be  no  more  than 
temporary  solutions  to  a chronic  problem.  Of  those 
who  are  practicing  in  underserved  areas,  very  few 
arrived  because  of  an  obligation  and  those  who 
are  in  these  areas  now  indicate  that  they  are  un- 
likely to  remain.  Finally,  increased  medical  stu- 
dent or  residency  experiences  in  underserved  areas 
may  allow  students  and  residents  exposure  to  op- 
portunities that  they  otherwise  might  have  some 
impact.  The  second  most  common  reason  given 
for  practicing  in  an  underserved  area  was  that  the 
physician  found  it  an  attractive  place  to  work  and 
live.  If  students  and  residents  do  not  receive  rural 
health  experiences  during  their  training,  they  may 
discover  the  attractiveness  that  others  have  appre- 
ciated. 

Finally,  market  forces  may  contribute  to  chang- 
ing physician  distribution.  As  noted  in  our  sur- 
vey, a small  percentage  of  physicians  located  in 
rural  areas  because  of  market  forces  (better  pay, 
only  job  available,  had  to  follow  their  spouse,  etc.). 
Only  one  of  these  individuals  was  a family  physi- 
cian and  three  others  (two  pediatricians  and  one 
general  internist)  were  primary  care  doctors.  How- 
ever, for  the  past  two  decades  approximately  60 
new  family  physicians  finish  their  residency  and 
about  30  per  year  remain  in  South  Carolina  to  prac- 
tice. The  majority  of  these  individuals  stay  in  the 
areas  in  which  their  residencies  are  located.  A satu- 
ration of  these  urbanized  markets  by  recently 
trained  family  physicians  may  force  more  primary 
care  doctors  to  locate  in  less  populated  areas  in 
the  next  decade. 

These  conclusions  must  be  considered  in  light 
of  the  limitations  of  the  study.  First,  data  on 
underserved  areas  may  not  reflect  the  absolute  need 
for  physicians  or  services  in  these  areas.  If  physi- 
cians locate  in  town  or  counties  in  close  proximity 
to  an  underserved  area  but  not  actually  in  the 
county,  services  may  still  be  more  accessible.  Sec- 
ond, data  available  to  track  exact  locations  of  resi- 
dency graduates  was  several  years  old.  Changes 
in  market  forces  may  have  already  influenced  prac- 


tice locations  for  new  resident  graduates.  More 
recent  composite  data  that  is  available  does  not 
show  any  significant  change  in  family  practice 
graduates  tendency  to  enter  practice  in-state  ver- 
sus out-of-state,  though;  between  1993  and  1997, 
the  percentage  of  graduates  remaining  in  state  has 
stayed  fairly  constant  ranging  between  47  percent 
and  59  percent.  Finally,  data  from  the  medical  stu- 
dent survey  must  be  interpreted  cautiously.  A small 
number  of  students  were  available  from  only  one 
year  of  experience;  the  experiences  of  this  small 
group  may  not  be  indicative  of  previous  years' 
graduates  or  future  trends. 

In  summary,  medically  underserved  areas  in 
South  Carolina  may  grow  in  need  during  the  next 
few  years  as  older  physicians  retire,  younger  phy- 
sicians leave  underserved  areas,  and  few  replace- 
ments arrive.  The  two  medical  schools  in  South 
Carolina  are  in  the  upper  quartile  of  producing  fam- 
ily physicians,  but  many  of  these  graduates  pursue 
training  in  other  states.  Nearly  half  of  all  family 
practice  residency  graduates  in  South  Carolina  also 
leave  the  state  for  practice  opportunities  elsewhere. 
A greater  emphasis  on  recruiting  students  and  resi- 
dents from  underserved  background  and  provid- 
ing additional  training  in  rural  medically 
underserved  areas  may  be  useful  in  reversing  these 
trends,  but  this  will  take  many  years  to  have  an 
impact.  Further  tracking  of  these  data  will  be  valu- 
able in  assessing  the  impact  of  policy  and  market 
changes  physician  supply  and  distribution  and  in- 
stituting policies  that  are  likely  to  address  those  with 
the  least  access  to  health  care  in  the  state.  □ 
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LIVE  AS  THOUGH  SEEN 

Baltasar  Gracian,  a worldly  Jesuit  priest  who 
lived  in  Spain  during  the  17th  century,  wrote  300 
pithy  epigrams  known  collectively  as  the  Oracle  or 
Art  of  Worldly  Wisdom.  The  Oracle  contains 
common-sense  advice  for  just  about  any  situation. 
Each  time  I see  a new  edition  of  Gracian,  I buy  it. 
If  I had  the  time  and  money  I’ d try  to  acquire  a copy 
of  every  edition  ever  published,  as  William  Osier 
did  of  Sir  Thomas  Browne’s  Religio  Medici. 
However,  this  editorial  is  not  about  book 
collecting.  It’s  about  a murder  trial. 

Gracian’ s epigram  number  297  reads:  “Live  as 
though  seen.”  Or,  as  one  of  my  editions  has  it: 
“Always  behave  as  though  others  were  watching.  ” 
We  seem  programmed  to  learn,  un-leam,  and  re- 
learn this  simple  admonition.  Indeed,  our  national 
issue-of-the-day  reminds  us  how  even  the  high  and 
mighty  should  keep  it  close  to  their  hearts!  An 
updated  version  of  number  297  might  read:  “Live 
as  though  being  constantly  videotaped,”  like  the 
character  played  by  Jim  Carrey  in  The  Truman 
Show.  Alas,  the  cameras  in  the  video  poker  parlor 
weren’t  working  the  night  the  security  guard  was 
slain  during  a bungled  robbery. 

Few  of  us  welcome  the  summons  to  jury  duty. 
The  loss  of  our  most  precious  commodity — time — 
is  only  partially  offset  by  the  vague  sense  that  we 
have  somehow  contributed  to  our  system  of 
justice.  I had  been  summoned  to  the  Circuit  Court’ s 
last  session  of  the  calendar  year.  Knowing  that  they 
seldom  call  physicians,  and  almost  never  call 
persons  wearing  bow  ties,  I came  prepared. 
Reporting  to  the  jurors’  room,  I staked  out  a table, 
opened  the  attache  case,  and  settled  in  for  a fine 
week  of  paperwork. 

First  came  the  preliminaries.  We  were  herded 
into  a large  courtroom  where  our  names  were 
called  as  the  lawyers  made  notes.  Several  people 
said  they  had  medical  conditions.  The  judge  asked 
whether  they  had  physicians’  statements.  They 
said  no  and  were  asked  to  stay.  One  woman  said 


her  husband  was  a prisoner-for-life  in  another  state 
and  that  she  could  never  convict  anyone  because 
our  legal  system  is  so  corrupt.  The  judge  said  he 
understood  but  would  require  her  presence  in  the 
court  the  entire  week.  She  was  escorted  out  of  the 
room  kicking  and  screaming.  The  psychiatrist 
sitting  next  to  me  confided  the  likely  diagnosis  and 
the  probable  circumstances  of  her  marriage  to  the 
inmate. 

Next  came  jury  selection.  I was  among  about  50 
people  asked  to  report  to  the  criminal  court.  We 
were  told  that  the  case  involved  an  early-moming- 
hours  slaying  of  a security  guard.  My  name  was 
drawn  from  the  rotating  drum.  I stood  up  before  the 
lawyers  and  announced  my  occupation,  confident 
that  I would  soon  be  back  at  the  desk  in  the  jurors’ 
room.  Amazingly,  neither  side  struck.  Sitting 
dumbfounded  in  the  jury  box,  I stared  at  the 
rotating  drum.  I admired  its  miter  joints.  It  seemed 
to  be  made  of  walnut. 

A while  later  we  were  told  the  alleged 
circumstances  of  the  case.  One  of  two  robbers  had 
held  a gun  to  the  security  guard.  The  guard  resisted 
whereupon  he  was  shot.  The  second  robber  ripped 
the  guard’s  gun  from  his  holster  and  shot  him 
several  times.  He  died  instantly.  Since  the  video 
cameras  weren’t  working,  the  evidence  would  be 
mainly  from  various  witnesses.  The  defense 
attorney,  who  did  a fine  job  with  the  facts  at  his 
disposal,  told  us  that  all  of  the  evidence  presented 
would  be  flawed. 

Struck  with  the  seriousness  of  deciding  on 
another  human’s  liberty,  I put  aside  all  other 
concerns.  I learned  or  re-learned  things  I’d  rather 
not  know.  I learned  the  meaning  of  the  phrase  “do 
a lick.”  I learned  about  the  national  crime  network 
and  about  computer-generated  lineups.  I learned 
the  subtle  differences  between  such  terms  as  direct 
and  indirect  testimony,  larceny  and  robbery,  pistols 
and  revolvers,  bullets  and  cartridges,  exit  wounds 
and  entrance  wounds,  latent  and  known  finger- 
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prints.  Concentrating  as  hard  as  I could,  I noted  my 
pulse  rate  to  be  about  20  beats  per  minute  faster 
than  usual.  Indeed,  for  the  next  four  days  my 
nervous  system  behaved  as  though  I were 
hovering  indefinitely  over  a four-foot  downhill 
putt.  I was  largely  oblivious  to  the  bombing  of  Iraq 
and  the  impeaching  of  the  President. 

Elected  foreman  by  my  fellow  jurors,  I resolved 
to  do  the  job  as  I’d  always  envisioned  doing  it.  The 
night  before  the  closing  arguments,  I prepared  for 
each  juror  a table  with  the  evidence  as  I’d  seen  it, 
allowing  plenty  of  room  for  them  to  make  their 
own  notes.  I prepared  identical  sets  of  20  ballots, 
each  marked  “yes,”  “no,”  “abstain,”  and  “I  would 
like  to  have  the  following  evidence  discussed.”  I 
bought  two  boxes  of  Pentel®  roller  ball  pens.  I 
prepared  12  index  cards  listing  all  of  the  jurors.  I 
would  obtain  everyone’s  participation  and  allow 
nobody  to  dominate.  All  views  would  be  brought 
out  and  respected. 

We  began  our  deliberations  the  next  morning 
with  a long  moment  of  silence.  Then  I explained 
that — assuming  they  by  and  large  agreed  with  the 
procedure — we  would  vote  and  list  our  concerns 
in  private  to  the  fullest  extent  possible.  We  would 
rotate  the  role  of  moderator,  whose  task  would  be 
to  call  on  each  juror  for  his  or  her  opinion  on  the 
issue  in  question.  I appointed  someone  to  shuffle 
the  ballots,  someone  to  serve  as  secretary,  and 
someone  to  write  on  the  blackboard.  Then  we 
began  our  four  and  one-half  hours  of  uninterrupted 
focus. 

Did  it  work?  Yes.  Was  it  tense?  Yes.  Did 
anyone  lose  composure?  No.  Did  I eat  a single  bite 
of  the  chicken  salad  sent  in  from  Lizard’s  Thicket? 
No.  Did  my  signature  on  the  guilty  verdict  look 
like  my  usual  signature?  No.  It  was  compatible 
with  advanced  Parkinsonism  or  hepatic  encephal- 
opathy. 

Did  I learn  anything?  Absolutely.  A renewed 
sense  of  confidence  in  our  judicial  system — 
imperfect,  like  all  human  institutions,  but  probably 
as  good  as  sny  and  better  than  most.  A renewed 
respect  for  lawyers  and  judges  and  for  those  who 
work  in  courthouses.  A renewed  ability  to  listen 


and  to  respect  divergent  viewpoints.  And  a 
renewed  gratitude  to  be  in  a profession  where  the 
basic  orientation  of  everyone  is  not  conflict  but 
rather  helping  a sick  person  get  well. 

Let  us  return  to  Baltasar  Gracian  and  epigram 
number  297. 

The  defendant  nearly  went  unrecognized.  But 
when  the  guns  were  going  off  and  nearly  everyone 
in  the  video  poker  parlor  was  ducking  and  hiding, 
one  employee  came  out  of  his  room  and  moved 
toward  the  assailants.  His  mother,  it  turned  out, 
was  working  in  the  room  next  to  where  the 
shooting  was  taking  place.  He  got  a good  look  at 
the  defendant.  He  recognized  him  as  a fellow 
inmate  from  a former  incarceration.  He  remem- 
bered mixing  with  him,  lifting  weights  with  him, 
showering  with  him.  He  remembered  that  the 
defendant  bore  a tattoo  of  a smoking  gun  on  the  left 
side  of  the  chest.  Ironically  the  anatomic  location 
of  the  tattoo  corresponded  to  the  victim’s  fatal 
wound.  Two  bullets  had  destroyed  the  atria  of  his 
heart. 

Live  as  though  seen. 

I can  think  of  at  least  three  ways  to  apply  this 
simple  admonition. 

First,  there  is  the  theistic  basis  for  normative 
ethics,  the  transcendent  Ought.  God  is  watching. 
Nothing  we  do  goes  unseen. 

Second,  there  is  the  pragmatic  basis  for 
everyday  behavior,  the  likelihood  that  what  we  do 
can  and  will  be  seen  someday,  somewhere,  by 
someone.  There  is  always  the  possibility  of  being 
seen. 

Finally,  there  is  the  high  moral  ground  for  the 
way  we  should  practice  medicine,  accountable  not 
only  to  our  patients  but  also  to  our  profession.  I 
especially  like  the  image  used  by  Dr.  Hunter 
Stokes  of  Florence  during  his  career  as  an 
ophthalmic  surgeon.  Hunter  resolved  early  on  to 
imagine  that  a medical  student  was  always 
stationed  right  behind  him,  looking  over  his  left 
shoulder.  The  image  served  him  well.  Imagine  that 
everything  you  do  is  seen,  and  by  discerning  eyes. 

Live  as  though  seen. 

— CSB 
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OLIN  BURNHAM  CHAMBERLAIN,  M.  D.  (1892-1968) 


The  1946-1947  president  of  the  South  Carolina 
Medical  Association  was  bom  in  Charleston  and 
attended  the  High  School  of  Charleston  and  the 
College  of  Charleston  graduating  from  the  latter 
in  1914.  He  played  football  for  the  College  of 
Charleston  and  because  of  his  large  size  acquired 
the  nickname  “Bear.”  He  was  first  honor  graduate 
of  the  Medical  College  of  the  State  of  South 
Carolina  in  1918  and  did  residency  training  at 
Philadelphia  General  Hospital  and  Roper  Hospital. 
In  1920,  he  entered  private  practice,  and  also  served 
as  acting  professor  of  biology  at  the  College  of 
Charleston  where  he  later  he  taught  Psychology  as 
well.  Dr.  Chamberlain  developed  a special  interest 
in  nervous  diseases  and  did  postgraduate  work  at 
the  National  Hospital  for  the  Paralyzed  and 
Epileptic  in  London  and  Harvard  University 
Medical  School.  He  became  an  assistant  professor 
of  medicine  at  the  Medical  College  in  1929. 

During  WWII  he  served  in  the  Army  Medical 
Corps  and  was  stationed  at  LaGarde  General 
Hospital  in  New  Orleans,  Louisiana,  with  the 
neuropsychiatric  service  and  Bushnell  General 
Hospital,  Brigham  City,  Utah  as  chief  of 
neuropsychiatric  service.  During  the  war  he  also 
served  as  technical  medical  advisor  for  Metro- 
Goldwyn-Mayer  which  was  producing  medical 
educational  films  with  Walt  Disney.  The  films  were 
intended  for  medical  officers,  nurses  and  attendants 
rather  than  the  general  public.  Disney  was  asked 
to  do  the  films  in  animation  because  it  was  easier 
to  show  gaits  and  facial  expressions  characteristic 
of  neurotic  patients  by  animated  pictures  than  by 


using  actors.  Using  real  patients  would  violate  their 
privacy. 

Dr.  Chamberlain  returned  to  the  faculty  of  the 
Medical  College  in  1946  as  a professor  of 
neuropsychiatry,  and  the  same  year  was  named 
president-elect  of  the  South  Carolina  Medical 
Association1 

Dr.  Chamberlain  was  described  as  “robust  and 
powerful  though  agile  and  graceful  in  his 
movements,”2  “a  man  of  extraordinary  intelligence 
and  ability  combining  a keen  mind  with  a lively 
sense  of  humor  and  affable  personality.  As  he 
became  involved  in  the  newer  developments  in 
psychiatry  he  kept  his  feet  firmly  on  the  ground, 
giving  much  sound  help  to  his  many  appreciative 
patients.  ...  He  was  a man  of  the  outdoors,  a 
welcomed  member  of  any  group,  social, 
professional,  or  literary,  and  a true  student  of  his 
profession.”2 

Jane  McCutchen  Brown,  Curator 
Waring  Historical  Library 
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MEMBERSHIP 


Currently,  the  South  Carolina  Medical  Association  Alliance  membership  is  over  1,500  with  a strong 
representation  in  22  counties.  As  we  prepare  to  enter  the  millennium,  Mrs.  Shirley  Meiere  (Mrs.  Cheney 
M.)  of  Florence,  our  incoming  president,  has  as  her  goal  “2000  Toward  2000.”  Our  members  have  been 
diligently  supporting  physicians  and  communities  through  health  related  projects  in  their  counties. 

Alliances  throughout  the  palmetto  state  are  involved  in  various  ways  and  I would  like  to  take  this 
opportunity  to  list  a few  of  these  to  you.  Monies  are  raised  each  year  for  the  AMA  Foundation  (formerly 
AMA-ERF)  and  last  year  was  unparalleled  with  $38,602.25  being  presented  to  our  two  medical  schools. 
Dr.  James  Spann,  Associate  Dean  of  MUSC  and  Dr.  Larry  Faulkner,  Dean  of  USC  School  of  Medicine 
were  presented  checks  at  our  Annual  Convention  in  April  in  Charleston.  Projects  such  as  Sharing  Cards, 
Doctors’  Day  events  and  raffles  made  up  this  donation.  In  addition  to  these  projects,  our  members 
support  local  women’s  shelters,  supply  Teen  Direct  Line  Cards,  emphasize  elder  abuse,  do  related 
projects  in  conjunction  with  the  AMAA’s  focus  on  SAVE  Day,  Stop  America’s  Violence  Everywhere, 
and  many  other  projects  which  space  limits  mentioning  here. 

We  are  fortunate  to  have  the  American  Medical  Association  Alliance  close  at  hand,  working  with  us  and 
affording  us  opportunities  to  attend  Confluence  I & II  in  Chicago  each  year.  These  meetings  are  filled 
with  spectacular  lectures  and  hands-on  committees  to  guide  us  with  ways  to  continue  to  offer  our  states 
excellence  in  our  volunteer  endeavors.  County  presidents  and  president-elects  are  eligible  to  attend 
these  informative  sessions.  Make  sure  your  spouse  takes  advantage  of  this  golden  opportunity. 

I would  ask  each  physician  who  has  taken  the  time  to  read  this  article  to  do  something  for  me.  If  your 
spouse  is  a member  of  the  local  alliance  and/or  SCMAA,  please  take  the  time  to  say  “thank  you”  for 
her/his  dedication  to  the  support  of  the  practice  of  medicine.  If  they  are  not  currently  members,  I urge 
you  to  encourage  their  participation  in  the  one  unified  voice  for  medicine  in  our  state  and  in  our  coun- 
ties. Together  we  do  make  a difference. 

I strongly  believe  we  can  increase  our  existing  membership  with  communication  of  what  we  are  about! 
We  need  each  and  every  spouse  to  help  us  continue  our  fine  tradition  of  working  for  the  people  of  South 
Carolina,  spreading  the  good  news  of  medicine,  and  offering  friendship  and  support  to  each  other 
during  these  changing  times.  If  your  county  does  not  have  an  active  alliance,  please  contact  me  or 
someone  with  the  SCMA  office  and  we  will  happily  assist  you  in  establishing  a group.  Let’s  take  the 
challenge — “2000  Toward  2000.” 


Gail  H.  Delaney  (Mrs.  Gary  A.) 
Vice-President  and  Membership  Chairman 
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classifieds 


ALLERGY  & IMMUNOLOGY,  DERMA- 
TOLOGY, FAMILY  PRACTICE,  ORTHO- 
PAEDIC SURGERY  & SUBSPECIALTIES, 
OTOLARYNGOLOGY,  SURGERY-GEN/ 
VASCULAR/THORACIC:  Practice  opportuni- 
ties exist  in  local  medical  facilities  and  with  pri- 
vate practice  groups  in  Orangeburg  County  for  ex- 
perienced practitioners  and  graduating  residents/ 
fellows.  All  positions  include  salary  or  minimum 
net  income  guarantee  and  a relocation  allowance. 
Located  at  the  junction  of  1-26  and  1-95,  35  min- 
utes to  Columbia  and  70  minutes  to  Charleston. 
Area  known  for  its  gardens,  golf,  hunting  and  fish- 
ing (Lake  Marion).  Achieve  financial  success  in  a 
non-competitive  environment  while  enjoying  a su- 
perior quality  of  life.  Contact  Dr.  Chermol,  The 
Regional  Medical  Center  at  (800)  866-6045. 

AVAILABLE:  Medical  office  space.  Beautiful 
Bldg.  2200  sq.  ft.  Class  A space.  Ideal  Location.  1 
block  from  Palmetto  Baptist,  ground  floor.  Water, 
parking,  janitorial  included.  S 12-$  15  per  sq.  ft.  Call 
Blanding  Medical  Plaza,  254-7645  or  376-5548. 


INTERNIST,  51:  Boarded  in  Medicine,  Rheuma- 
tology. Desires  association  with  established  Inter- 
nal Medicine  or  Multi-specialty  group.  Prefer 
Greenville/Spartanburg  area  but  will  consider  all 
areas.  CV  on  request,  cell  phone:  (864)  979-2329 
or  home:  (864)  877-8213. 

STAFFING  OPPORTUNITIES  FOR  CERTI- 
FIED PHYSICIANS:  Interested  in  permanent 
placement,  part-time  practice  opportunities,  or  just 
need  the  extra  income?  Let  Jennie  Ware  Family 
Medical  Sendees  help  you  find  what  you're  look- 
ing for.  Located  in  upstate  South  Carolina,  we  strive 
to  provide  quality  locum  tenens  placement  for  cer- 
tified physicians.  With  connections  to  family  prac- 
tices, clinics/urgent  care  centers,  hospital  systems, 
nursing  homes,  and  assisted  living  centers,  Jennie 
Ware  can  provide  you  with  placement  all  over  the 
state  of  South  Carolina.  If  you're  interested  in  the 
extra  hours,  or  just  need  the  experience,  let  us  rep- 
resent you  and  provide  you  with  professional,  per- 
sonal service.  For  more  information,  call  us  at 
(864)  577-9978  or  visit  our  website  at 
www.iennieware.com.  We  look  forward  to  serxing 
you! 


WANTED:  Used  ultrasound  for  general  GI 
practice.  Call  (843)  763-8851. 
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BEBSSBB 


Health 


to  improving  the  availability  and  quality  of  health  care  in 


developing  countries  through  training  and  education.  Volunteer 


your  skills!  Become  a member  of  Health  Volunteers  Overseas! 


For  more  information,  call  202-296-0928 


'Matters  of  Interest 
to  South  Carolina 
Physicians. 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


UPDATE  ON  DISABILITY  INSURANCE 


There  have  been  dramatic  changes  in  the  disability  insurance  industry  over  the 
past  five  years.  During  this  period,  actual  claims  experience  far  exceeded  the 
claims  that  were  anticipated  when  the  products  were  priced.  Thus,  reserves  and 
premium  flows  were  insufficient  to  pay  expenses. 

The  result  of  this  pricing  inadequacy  has  been  traumatic  for  those  insureds 
whose  disability  insurance  was  provided  by  contracts  that  allowed  the  premiums 
and  coverage  to  be  adjusted.  For  these  policyowners,  here’s  what  has 
happened: 

• in  some  cases,  coverage  has  been  canceled 

• premiums  have  been  sharply  increased,  sometimes  to  levels  double  or 
triple  those  that  were  projected 

• restrictions  of  various  types  have  been  placed  on  the  coverage 

• there  have  been  severe  cut  backs  on  issue  and  participation  limits 


The  suffering  from  the  above  changes  is  being  experienced  by  all  disability 
policyowners  except  those  who  own  individual,  non-cancelable  disability  policies. 
Because  these  contracts  guarantee  that  premiums  can  never  be  increased  and 
that  benefits  can  never  be  restricted,  these  policyowners  are  receiving  exactly 
what  they  anticipated. 


Sometimes  the  best  business  decision  is  knowing  when  to 
call  in  someone  else.  Call  us,  we’re  good  listeners.  With 
objectivity  and  experience  to  back  us  up.  We’ll  help  you 
define  the  problem,  then  provide  experts  and  technology 
to  fix  it.  Accountants,  engineers,  technicians,  trainers, 
lawyers,  insurers,  computer  gurus,  marketing  strategists — 


whoever  and  whatever  you  need.  We’re  so  sure  we  can  help 
that  we  guarantee  it.  All  our  resources  are  certified, 
insured  and  bonded,  so  there’s  no  risk  to  you 
Isn’t  running  a practice  risky  enough? 

Call  today.  Let’s  find  a way  to  make 
your  practice  better.  843-554-2555  MEtf  ^ 


30  faber  place  i 
charleston,  SC  29405 
843-554-2555 
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SPECIAL  ISSUE:  RACIAL  ISSUES  IN 

HEALTH  CARE 


GUEST  EDITOR:  KRISTY  MAHER  McNAMARA, 

Ph.D. 


To  be  more  relaxed, 
you’d  need  an  anesthesiologist 


Dewees  is  a private,  oceanfront  island  minutes 
from  Historic  Charleston,  SC.  A wide,  natural 
beach  stretches  for  2V2  miles;  65  percent  of  the 
island  is  in  permanent  conservation;  a community 
limited  to  150  homesites  ever. 

Come  explore  Dewees  soon! 

Call  1-800-444-7352 

or  (843)  886-8783 
www.  deweesisland.  com 

Dewees  Island  Real  Estate,  Inc. 

Eddie  Weekley,  BIC 

Obtain  the  Property  Report  required  by  Federal  law  and  read  it  before  signing  anything. 
No  Federal  agency  has  judged  the  merits  or  value,  if  any,  of  this  property.  N.J.E.  6-96-3/2 


Dewees 
island - 


A PRIVATE.  OCEANFRONT 
ISLAND  RETREAT 
DEDICATED  TO 

ENVIRONMENTAL  PRESERVATION 


Opening  the  door  to  hope 


The  Muscular  Dystrophy  Association’s  support 
services  help  Americans  live  with  40  neuromuscular 
diseases.  And  our  cutting-edge  research  offers  hope 
for  a future  without  these  disabling  disorders. 

Call  our  lifeline.  It’s  toll-free. 

1-800-572-1717  Muscular  Dystrophy 

www.mdausa.org  Association 


THE  GIFT  THAT  LIVES  ON? 


Physicians  are  an  integral  and  important  part  of  the  .American  organ  and  tissue  transplantation  system. 

Skin,  corneal,  and  kidney  transplants  have  been  available  for  many  years  and  have  provided  the  living 
laboratory  for  our  current  understanding  of  and  advancements  in  transplant  science  and  technology.  We  are 
now  performing  previously  unheard  of  transplants  of  the  liver,  pancreas,  intestine,  heart,  and  lung.  Physi- 
cians are  the  heroes  here — we  perform  the  necessary  surgeries:  we  comfort  and  guide  the  affected  patients 
awaiting  transplants;  and  we  guide  the  research  into  better  technologies  and  biomedicine. 

Unfortunately  the  expectation  and  demand  for  transplants  has  outstripped  the  supply.  In  1997,  according  to 
the  UNOS  (United  Network  of  Organ  Sharing — currently  mnning  the  Procurement  and  Transplantation 
Network  of  Organs  for  the  U.S.  Federal  Government)  registry,  there  were  9,286  donor  organs  recovered 
(5,477  cadaver  and  3.809  living).  In  1999.  there  are  64.580  patients  awaiting  a transplant  on  the  UNOS 
national  patient  waiting  list. 


At  the  December  1998  meeting,  the  AMA  started  a major  effort  to  increase  the  public  and  physician  aware- 
ness of  this  great  organ  need.  The  campaign  is  being  called  "Live  and  Then  Give"  and  encourages  physi- 
cians themselves  to  sign  organ  donor  cards  and  talk  to  all  their  patients  about  organ  donation.  We  certainly 
DO  need  to  raise  the  available  supply  of  organs — an  average  of  12  people  in  the  United  States  die  each  day 
awaiting  a transplant. 


Physicians  have  also  involved  themselves  in  the  new  debate  within  the  federal  government  concerning  how 
the  patient  waiting  list  is  managed.  Is  it  fairer  to  have  a national  waiting  list  weighted  as  to  severity  and 
chance  of  success  or  is  a local  waiting  list  for  local  organs  the  best  way?  Many  transplant  surgeons  favor  the 
current  "local"  situation  because  of  lower  transport  times  and  communication  ease. 


Are  you  a donor?  Call  the  SCALA  office  now  and  we  will  provide  donor  cards  for  you.  your  staff,  and  your 
patients. 


Stephen  A.  Imbeau.  M. 
President 
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MEDICARE  UPDATE 


Fraud  Alert:  Physician  Liability  for  Certifications 
in  the  Provision  of  Home  Health  Services  and 
Durable  Medical  Equipment 

The  Office  of  Inspector  General  (OIG)  was  established 
at  the  Department  of  Health  and  Human  Services  by  Con- 
gress in  1976  to  identify  and  eliminate  fraud,  waste,  and 
abuse  in  the  Department’s  programs  and  to  promote  effi- 
ciency and  economy  in  departmental  operations.  The  OIG 
carries  out  this  mission  through  a nationwide  program  of 
audits,  inspections,  and  investigations.  OIG  Special  Fraud 
Alerts  address  national  trends  in  health  care  fraud.  The 
OIG  issues  Special  Fraud  Alerts  based  on  information 
about  particular  fraudulent  or  abusive  practices  within 
the  healthcare  industry. 

The  OIG  actively  investigates  fraudulent  schemes  that 
obtain  money  from  Medicare  and  Medicaid  and,  when 
appropriate,  issues  special  Fraud  Alerts  that  identify  seg- 
ments of  the  health  care  industry  that  are  particularly 
vulnerable  to  abuse.  The  OIG  issued  this  Fraud  Alert  be- 
cause physicians  may  not  appreciate  the  legal  and  pro- 
grammatic significance  of  certifications  they  make  in 
connection  with  the  ordering  of  certain  items  and  ser- 
vices for  their  Medicare  patients. 

While  a physician’s  signature  on  a false  or  misleading 
certification  made  through  mistake,  simple  negligence, 
or  inadvertence  will  not  result  in  personal  liability,  the 
physician  may  unwittingly  be  facilitating  the  perpetra- 
tion of  fraud  on  Medicare  by  suppliers  or  providers.  All 
physicians  are  urged  to  review  and  familiarize  themselves 
with  the  information  in  this  Fraud  Alert.  If  you  have  any 
questions  as  to  the  application  of  these  requirements  to 
specific  facts,  please  contact  the  Palmetto  Governments 
Benefits  Administrators,  LLC,  Customer  Sendee  Center 
at  (803)  788-5568. 

The  Importance  of  Physician  Certification 
for  Medicare 

The  Medicare  program  only  pays  for  health  care  services 
that  are  medically  necessary.  In  determining  what  ser- 
vices are  medically  necessary,  Medicare  primarily  relies 
on  the  profession^  judgment  of  the  beneficiary’s  treat- 
ing physician,  since  he  or  she  knows  the  patient’s  history 
and  makes  critical  decisions,  such  as  admitting  the  pa- 
tient to  the  hospital;  ordering  tests,  drugs,  and  treatments; 
and  determining  the  length  of  treatment.  In  other  words, 


the  physician  has  a key  role  in  determining  both  the  medi- 
cal need  for,  and  utilization  of,  many  health  care  services, 
including  those  furnished  and  billed  by  other  providers 
and  suppliers. 

Congress  has  conditioned  payment  for  many  Medi- 
care items  and  services  on  a certification  signed  by  a phy- 
sician attesting  that  the  item  or  service  is  medically 
necessary.  Physicians  also  are  involved  in  attesting  to 
medical  necessity  when  ordering  services  or  supplies  that 
must  be  billed  and  provided  by  an  independent  supplier 
or  provider.  Medicare  requires  physicians  to  certify  to 
the  medical  necessity  for  many  of  these  items  and  services 
through  prescriptions,  orders,  or,  in  certain  specific  circum- 
stances, Certificates  of  Medical  Necessity  (CMNs).  These 
documentation  requirements  substantiate  that  the  physician 
has  reviewed  the  patient’s  condition  and  has  determined  that 
services  or  supplies  are  medically  necessary. 

Physician  Certification  for  Home  Health  Services 
Medicare  will  pay  a Medicare-certified  home  health 
agency  for  home  heath  care  provided  under  a physician's 
plan  of  care  to  a patient  confined  to  the  home.  Covered 
services  may  include  skilled  nursing  services,  home  health 
aide  services,  physical  and  occupational  therapy  and 
speech  language  pathology,  medical  social  services,  medi- 
cal supplies  (other  than  drugs  and  biologicals)  and  DME. 
As  a condition  for  payment,  Medicare  requires  a patient’s 
treating  physician  to  certify  initially  and  recertify  at  least 
every  62  days  (2  months)  that: 

• the  patient  is  confined  to  the  home; 

• the  individual  needs  or  needed: 

1.  Intermittent  skilled  nursing  care; 

2.  Speech  or  physical  therapy  or  speech-language 
pathology  services;  or 

3.  Occupational  therapy  or  a continued  need  for 
occupational  therapy.* 

The  physician  must  order  the  home  health  services, 
either  orally  or  in  writing,  prior  to  the  services  being  fur- 
nished. The  physician  certification  must  be  obtained  at 
the  time  the  plan  of  treatment  is  established  or  as  soon 
thereafter  as  possible.  The  physician  certification  must 
be  signed  and  dated  prior  to  the  submission  of  the  claim 
to  Medicare.  If  a physician  has  any  questions  as  to  the 

— continued  on  page  4 


COMMUN-I-CARE: 

RESOURCES  FOR  MEDICAL  COMMUNITY  AND  THE  UNINSURED 


For  many  of  the  working  poor,  without  health  insur- 
ance or  government  assistance,  the  choice  may  come 
down  to  seeing  a doctor  or  paying  the  rent,  buying  their 
insulin  or  buying  groceries.  Commun-I-Care  works  to 
make  sure  everyone  has  access  to  good  health  care.  They 
do  it  with  the  volunteer  support  of  health  care  providers 
and  pharmaceutical  companies. 

Volunteer  providers  across  South  Carolina  offer  to  see 
Commun-I-Care  patients  in  their  offices  at  no  charge. 
Once  a prescription  is  written,  Commun-I-Care  patients 
can  get  it  filled  by  a volunteer  pharmacist.  Eli  Lilly, 
Johnson  & Johnson,  Searle,  and  Pfizer  provide  their  prod- 
uct lines  for  free. 

For  patients  like  Barbara  Chandler  of  Sumter, 
Commun-I-Care  “has  been  a godsend.’’  Chandler  works 
as  a nurses’  aide  at  a rest  home  but  without  health  insur- 
ance, there  was  no  one  to  help  her  get  the  treatment  she 
needed  for  her  diabetes.  So  sick  she  couldn’t  go  to  work, 
Chandler  wound  up  in  the  emergency  room  and  there  she 
learned  about  Commun-I-Care.  Now  Chandler  gets  her 
insulin  for  free  and  sees  a doctor  when  she  needs  one, 
through  Commun-I-Care ’s  network  of  services.  She  is 
able  to  go  to  work  and  to  stay  out  of  the  emergency  room. 

Commun-I-Care  not  only  succeeds  in  bringing  better 


health  care  to  individuals,  it  also  saves  money.  Doctors 
and  pharmacists  have  long  been  frustrated  when  patients 
cannot  afford  to  comply  with  prescriptions.  By  making 
prescription  drugs  available  to  patients,  Commun-I-Care 
and  its  supporting  pharmaceutical  companies  make  fol- 
low-up treatment  possible. 

Commun-I-Care  is  also  succeeding  at  keeping  non- 
emergency patients  out  of  emergency  rooms.  One  part- 
ner hospital  reports  that  by  registering  uninsured  patients 
with  Commun-I-Care,  they  have  been  able  to  cut  down 
on  non-emergency  room  return  visits  by  50  percent. 

“Everyone  wins  when  we  can  provide  alternatives,’’ 
said  Commun-I-Care  director  Ken  Trogdon,  “Doctors  see 
the  patients  they  are  best  trained  to  see,  hospitals  save 
hundreds  of  thousands  of  dollars,  and  patients  improve 
their  health  with  good  preventive  care.” 

Patients  can  register  for  Commun-I  Care  by  calling  1- 
800-763-0059.  The  registration  process  is  simple.  Health 
care  providers  who  want  to  volunteer  or  to  learn  more 
about  Commun-I-Care  can  call  (803)  933-9183. 

communncare 

Putting  Health  Care  in  Reach 


ESTABLISHING  AN  INTERNET  CONNECTION 
PART  2 - CHOOSING  THE  TYPE  OF  CONNECTION  YOU  NEED 


In  an  earlier  article,  we  discussed  choosing  an  Internet 
Service  Provider  for  your  Internet  access.  Another  im- 
portant decision  to  make  is  the  type  of  connection  you 
will  need  to  establish  for  your  practice.  Internet  service 
providers  offer  many  types  of  connections  including  dial 
up  accounts  and  dedicated  connections.  How  do  you 
determine  which  type  of  connection  is  best? 

To  determine  this,  analyze  the  amount  of  time  spent 
online  and  the  number  of  staff  accessing  the  Internet 
individually  and  simultaneously.  If  only  one  or  two  in- 
dividuals use  the  connection  occasionally  throughout 
the  day,  you  may  be  able  to  get  by  with  a standard  dial- 
up account  that  averages  $20.00  monthly.  A dial-up 
account  is  a connection  to  your  ISP  with  the  modem  in 
your  computer,  usually  a 28.8,  33.6  or  a 56K  modem. 
When  you  need  to  surf  the  ‘net,  you  simply  “dial-up” 
your  ISP  and  they  connect  you  (sometimes  quickly, 
sometimes  not  so  quickly).  The  obvious  drawback  is 
the  time  spent  connecting  and  only  one  person  may  log 
on  at  a time.  If  more  than  one  connection  is  made  (for 
instance,  the  physician  logs  on  from  his/her  computer 
and  the  office  manager  logs  on  from  his/her  computer 
at  the  same  time),  you  are  charged  for  the  double  time 
spent  online.  The  advantages  in  having  a dial-up  con- 


nection are  that  it  is  inexpensive  and  easy  to  set  up, 
requiring  no  additional  equipment  other  than  your  com- 
puter and  modem.  The  only  type  of  telephone  line 
needed  is  a standard  analog  line  coming  into  your  prac- 
tice. Some  practices  use  their  fax  line  as  an  Internet 
connection  and  a fax  line. 

If,  however,  you  need  multiple  mailboxes,  have  mul- 
tiple individuals  online  simultaneously,  need  a full-time 
connection  to  the  Internet,  provide  Internet  access  to 
employees  for  remote  access  or  spend  a significant 
amount  of  time  online,  then  a dedicated  connection  may 
be  best.  A dedicated  connection  to  your  ISP  usually 
requires  a different  type  of  phone  line  for  more  band- 
width. An  Integrated  Services  Digital  Network  (ISDN) 
line  may  be  all  that  is  needed.  Check  with  your  phone 
company  for  pricing  and  options.  Pricing  for  a dedi- 
cated line  connection  to  your  ISP  varies  depending  on 
the  bandwidth  you  request  and  starts  at  about  $250 
monthly. 

If  your  needs  fall  somewhere  in  between  a casual 
user  with  a dial-up  account  and  a power  user  with  a 
dedicated  line,  then  an  ISDN  dial-up  connection  may 
suit  your  needs.  It  is  a digital  telephone  service  that 

— continued  on  page  3 
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CANDIDATES  FOR  SCMA  OFFICES 


OFFICERS 

President-Elect 

Elected  annually.  Roger  A.  Gaddy,  MD,  has  expressed 
interest  in  serving  as  President-Elect. 

Secretary 

Elected  annually,  limited  to  three  consecutive  terms. 
Richard  E.  Ulmer,  MD,  elected  1998.  Eligible  for  two 
additional  terms.  Seeking  re-election. 

Treasurer 

Nominated  by  the  Board  of  Trustees.  Elected  annually, 
limited  to  three  consecutive  terms.  J.  Capers  Hiott,  MD, 
elected  1997,  re-elected  1998,  eligible  for  one  additional 
term.  Seeking  re-election. 

Speaker 

Elected  bi-annually,  limited  to  three  consecutive  two-year 
terms.  Roger  A.  Gaddy,  MD,  elected  1993.  Not  eligible  for 
re-election.  Seat  open.  Robert  M.  Sade,  MD,  has  ex- 
pressed interest  in  serving  as  Speaker  of  the  House. 

Vice-Speaker 

Elected  bi-annually,  limited  to  three  consecutive  two-year 
terms.  Robert  M.  Sade,  MD,  elected  1996  to  fill  unexpired 
term  of  William  H.  Hester,  MD,  re-elected  1997.  Eligible 
for  two  additional  terms.  Not  seeking  re-election.  Linwood 
Bradford,  MD,  James  J.  Hill,  MD,  and  Andrew  J.  Pate, 
MD,  have  all  expressed  interest  in  serving  as  Vice-Speaker. 

MEDICAL  DISTRICT  TRUSTEES 
District  1 

Oswald  L.  Mikell,  MD,  elected  1997.  Eligible  for  three 
additional  terms.  Seeking  re-election. 

District  3 

John  Funke,  III,  MD,  elected  1997.  Eligible  for  three 
additional  terms.  Not  seeking  re-election. 


District  5 

R.  Duren  Johnson,  MD,  elected  in  1993,  re-elected  in  1995 
and  1997.  Eligible  for  one  additional  term.  Seeking  re- 
election 

District  7 

Gerald  Harmon,  MD,  elected  1997.  Eligible  for  three 
additional  terms.  Seeking  re-election 
Young  Physicians  Section 

March  E.  Seabrook,  MD,  elected  1998.  Not  seeking  re- 
election. 

AMA  DELEGATES  AND  ALTERNATES 
( All  terms  expire  12/31/99  ) 

Delegates 

J.  Chris  Hawk,  III,  MD,  elected  AMA  Alternate  Delegate 
Mid-year  1991  to  fill  unexpired  1990-91  term  of  J.  Gavin 
Appleby,  MD.  Re-elected  in  1991  to  serve  1992-93.  Elected 
AMA  Delegate  mid-year  1992  to  fill  the  unexpired  1992-93 
term  of  Randy  D.  Smoak,  Jr.,  MD.  Re-elected  in  1993  to 
serve  1994-95.  Re-elected  in  1995  to  serve  1996-97.  Re- 
elected 1997  to  serve  1998-99.  Eligible  for  one  additional 
term.  Seeking  re-election. 

Alternates 

John  W.  Simmons,  MD,  elected  AMA  Alternate  Delegate  in 
1991  to  serve  1992-93.  Re-elected  in  1993  to  serve  1994- 
95.  Re-elected  in  1995  to  serve  1996-97.  Re-elected  1997 
to  serve  1998-99.  Not  eligible  for  re-election.  Seat  open. 

Stephen  A.  Imbeau,  MD,  has  resigned  as  Alternate  Delegate 
and  his  seat  is  open  for  the  unexpired  term  of  1998-99  and  a 
full-term  beginning  January  1, 2000. 

R.  Duren  Johnson,  MD  has  expressed  interest  in  serving  as 
Alternate  Delegate. 


— Establishing  and  Internet  Connection,  continued  from  page  2 


delivers  high-speed  voice  and  data  connections  over  ex- 
isting telephone  lines.  With  an  ISDN  connection  in  your 
practice,  you  can  connect  to  the  Internet  at  speeds  up  to 
128k  which  is  4 times  faster  than  a standard  33k  analog 
modem.  A single  ISDN  connection  provides  two  chan- 
nels (or  phone  lines)  over  a single  wire  making  it  the 
perfect  solution  for  a small  practice  with  multiple  de- 
vices like  fax  machines,  computers  and  telephones.  And 
since  ISDN  connections  are  faster,  the  wait  time  for  log 
on  is  minimal.  The  disadvantage  is  that  it  does  require 
special  equipment  not  supplied  with  your  computer.  An 
ISDN  connection  to  your  ISP  will  also  cost  more  than  a 
typical  dial-up.  Expect  to  pay  your  ISP  as  much  as  $100 
per  month  for  this  type  of  connection.  You  will  also  need 
to  purchase  an  ISDN  router  for  your  connection  to  the 


Internet.  Prices  for  ISDN  routers  vary  but  expect  to  pay 
at  least  $200.00. 

As  you  can  see,  there  are  many  choices  in  selecting  the 
right  type  of  Internet  connection  for  your  practice.  If  you 
need  additional  assistance  in  choosing  the  connection  that 
is  right  for  your  practice,  call  your  local  phone  company 
or  ISP  for  help  in  developing  a plan  for  your  practice.  In 
our  next  article  in  this  series,  we  will  discuss  the  types  of 
software  you  will  need  to  enjoy  and  get  the  most  out  of 
your  Internet  connection! 

For  more  information,  please  contact  Anne  Harvin 
Gavin  at  (803)  798-6207,  extension  260  or  statewide  at 
1-800-327-1021 . You  can  also  send  an  e-mail  message 
to  anne(a)scmanet.org. 


MEDICAID  UPDATE 

Blood  Lead  Testing 

In  cooperation  with  a recently  revised  HCFA  Directive,  as  part  of  a WIC  visit,  DHEC  will  collect  blood  samples  for 
blood  lead  analysis  on  all  Medicaid  eligible  children  1 and  2 years  of  age.  This  activity  will  not  only  provide  compli- 
ance in  meeting  HCFA  regulations,  but  will  assist  in  determining  the  prevalence  of  lead  poisoning  in  this  population. 
Accurate  prevalence  data  will  allow  for  future  targeted  screening  of  only  those  children  at  risk. 
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— Medicare  Update , continued  from  page  1 

application  of  these  requirements  to  specific  facts,  the 
physician  may  contact  Harry  Feliciano,  MD,  Medicare 
Part  A Medical  Director,  at  (803)  788-0222,  extension 
35007. 

Physician  Certification  for  Durable  Medical 
Equipment 

Durable  Medical  Equipment  (DME)  is  equipment  that 
can  withstand  repeated  use,  is  primarily  for  a medical 
purpose,  and  is  not  generally  used  in  the  absence  of  ill- 
ness or  injury.  Medicare  will  only  cover  DME  and  sup- 
plies that  have  been  ordered  or  prescribed  by  a physician. 
The  order  or  prescription  must  be  personally  signed  and 
dated  by  the  patient’s  treating  physician. 

Medicare  requires  claims  for  payment  for  certain  kinds 
of  DME  to  be  accompanied  by  a Certificate  of  Medical 
Necessity  (CMN)  signed  by  the  treating  physician  (un- 
less the  DME  is  prescribed  as  part  of  a plan  of  care  for 
home  health  services).  When  a CMN  is  required,  the  pro- 
vider or  supplier  must  keep  the  CMN  containing  the  treat- 
ing physician’s  original  signature  and  date  on  file. 

• Section  A contains  general  information  on  the 
patient,  supplier,  and  physician.  Section  A may  be 
completed  by  the  supplier. 

• Section  B contains  the  medical  necessity  justification 
for  DME.  This  cannot  be  filled  out  by  the  supplier. 
Section  B must  be  completed  by  the  physician,  a 
non-physician  clinician  involved  in  the  care  of  the 
patient,  or  a physician  employee.  If  the  physician 
did  not  personally  complete  section  B,  the  name  of 
the  person  who  did  complete  it  and  his  or  her  title 
and  employer  must  be  specified. 

• Section  C contains  a description  of  the  equipment  and 
its  cost.  Section  C is  completed  by  the  supplier. 

• Section  D is  the  treating  physician’s  attestation  and 
signature,  which  certifies  that  the  physician  has  re 
viewed  sections  A,  B,  and  C of  the  CMN  and  that  the 
information  in  section  B is  true,  accurate,  and 
complete.  Section  D must  be  signed  by  the  treating 
physician.  Signature  and  date  stamps  are  not 
acceptable. 

What  to  Do  if  You  Have  Information  About  Fraud 
and  Abuse  Against  Medicare  or  Medicaid  Programs 
To  report  suspected  fraud,  call  or  write:  Department  of 
Health  and  Human  Services,  Office  of  the  Inspector  Gen- 
eral, P.O.  Box  23489,  L’ Enfant  Plaza  Station,  Washing- 
ton, DC  20026-3489, 1-800-HHS-TIPS  (1-800-447-8477) 

Beneficiary  Fraud  Campaign 
American  Association  of  Retired  Persons  launched  a na- 
tionwide Medicare  beneficiary  campaign  to  encourage 
seniors  to  look  closer  at  their  Medicare  billing  statements. 
The  AARP  teamed  up  with  the  Health  Care  Financing 
Administration  on  February  24th  to  kick-off  a campaign  to 
fight  Medicare  fraud.  The  videoconference  was  broadcast 
from  Washington,  DC  to  30  cities  around  the  United  States. 


Beneficiaries  were  counseled  to  first  contact  their  phy- 
sician if  they  have  questions  about  their  Medicare  state- 
ments. Next  they  should  call  their  local  carrier,  which  is 
Palmetto  Governments  Benefits  Administrators,  LLC  in 
South  Carolina.  Finally,  patients  were  urged  to  contact 
the  Office  of  Inspector  General  if  they  believe  there  is  a 
possibility  of  fraud  and  abuse. 

In  the  weeks  following  the  teleconference,  you  may 
receive  an  increase  in  telephone  calls  from  your  Medi- 
care patients  to  your  office  with  billing  questions.  The 
American  Medical  Association  has  developed  talking 
points  for  your  office  that  may  assist  you  in  dealing  with 
questions  from  patients  arising  from  the  event. 

If  you  would  like  a copy  of  the  AMA’s  talking  points 
for  physicians  or  a copy  of  the  OIG’s  Fraud  Alert  about 
home  health  and  DME  in  its  ’ entirety,  please  contact  Kelly 
Danias  at  (803)  798-6207,  extension  236,  statewide  at 
(800)  327-1021,  or  via  e-mail  at  kellv@scmanet.org. 


PHYSICIANS  CARE 
NETWORK  UPDATE 

PCN  is  expanding  its  coverage  area.  Effective  Janu- 
ary 1,  1999,  PCN  contracted  with  the  Charlotte- 
Mecklenburg  Hospital  Authority  (Carolinas 
Healthcare  System)  in  North  Carolina.  This  adds  nine 
(9)  hospitals  to  PCN  throughout  NC.  Currently,  there 
are  6,973  participating  physician  locations,  780  par- 
ticipating ancillary  locations  and  96  participating  hos- 
pitals. PCN  has  103  contracted  groups  with  55,275 
covered  lives.  We  will  continue  to  provide  informa- 
tion as  contracts  are  received. 

NEW  GROUPS: 

• Lexicode  Coiporation,  Inc.;  Ballentine;  effective 
1/1/99;  Access/Inpatient  UR. 

Instrument  Control  Service,  Inc.  terminated  effective 
1/1/99.  Linde  Lift  Truck  Corporation  (formerly  Baker 
Material)  terminated  2/1/99.  Carolina  Colors  (Ace 
Textiles)  terminated  3/1/99. 

If  you  have  questions  about  PCN,  please  contact 
Cindy  Osborn,  Network  Coordinator,  PCN  at  (803) 
798-6207,  extension  257  or  statewide  at  1-800-327- 
1021.  You  can  also  send  an  e-mail  message  to 
cindvCcpscmanet.org. 


The  SCMA’s  Annual  Meeting  and  Scientific 
Assembly  ^.schedule*!.  for  April  29-May  2, 
1999,  at  Charleston  Place  Hotel,  Charleston, 
South  Carolina.^://*  you  have  not  preregistered  for 
the  meeting,  don’idetay.  Register  NOW! 
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SPECIAL  ISSUE:  RACIAL  ISSUES  IN  HEALTH  CARE 

INTRODUCTION 

KRISTY  MAHER  McNAMARA,  PH.  D.* 


A recent  front  page  story  in  an  upstate  newspaper 
highlighted  how  the  black- white  health  gap  is  “tak- 
ing an  awful  toll”  in  South  Carolina.1  The  facts 
about  black  mortality  in  South  Carolina  are  deeply 
disturbing.  From  the  earliest  stages  of  life,  racial 
disparities  in  health  can  be  seen.  Black  babies  in 
South  Carolina  are  twice  as  likely  to  die  as  white 
babies.  This  trend  continues  throughout  their  life 
course.  As  stated  by  the  author  of  the  article  “.  . . 
blacks  in  South  Carolina  die  from  a range  of  ill- 
nesses far  more  often  — and  at  younger  ages  — 
than  whites.”  For  example,  adult  African-Ameri- 
cans are  twice  as  likely  as  whites  to  die  from  stroke; 
high  blood  pressure  is  four  to  five  times  as  likely 
to  kill  them  as  their  white  counterparts;  and  Afri- 
can-Americans are  two  to  three  times  more  likely 
to  die  of  diabetes,  a disease  that  can  be  managed 
with  medications,  diet  and  exercise.  While  the  ra- 
cial disparity  in  health  in  South  Carolina  may  seem 
surprising,  the  situation  is  not  unique  to  our  state. 
This  uneven  health  profile  exists  all  across  America. 
In  fact,  it  is  one  of  the  most  consistent  patterns  docu- 
mented in  the  field  of  medical  sociology. 

This  issue  of  The  Journal  is  dedicated  to  ex- 
ploring issues  of  race  and  health.  The  papers  that 
follow  come  from  the  South  Carolina  Medical 
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Association’s  Ethics  Committee  Retreat  held  in 
February  1997.  The  first  paper  provides  an  over- 
view of  the  relationship  between  race  and  health 
in  the  United  States.  It  not  only  describes  informa- 
tion regarding  longevity  and  causes  of  death,  but  it 
attempts  to  offer  some  sociological  explanations 
of  why  the  gap  exists.  The  issue  continues  with  an 
article  by  Stuart  Sprague,  Ph.D.  entitled  “Commu- 
nity Oriented  Primary  Care:  An  Ethical  Analysis.” 
This  article  examines  one  of  the  methods  currently 
at  our  disposal  to  ensure  that  health  care  is  more 
justly  distributed,  namely  Community  Oriented 
Primary  Care  (COPC).  In  this  article,  Sprague  urges 
us  to  try  this  approach  but  cautions  us  that  doing 
so  requires  a reorientation  of  our  moral  thinking. 
Albert  Keller,  D.Min.,  continues  the  discussion  of 
COPC  in  his  article  entitled  “The  Practice  of  Com- 
munity Oriented  Primary  Care:  An  Ethical  Ap- 
praisal.” Here,  the  Charleston  Enterprise/MUSC 
Neighborhood  Health  Program  is  used  as  an  appli- 
cation of  the  COPC  model.  Finally,  an  article  by 
Robert  M.  Sade,  M.D.  entitled  “Transplantation, 
the  Organ  Gap,  and  Race”  explores  the  special 
problems  the  issue  of  race  poses  in  organ  trans- 
plantation. After  outlining  the  current  dilemma  of 
high  need  and  low  supply  of  organs  within  the  black 
population,  Sade  discusses  the  personal  and  finan- 
cial benefits  of  increasing  cadaveric  donation  by 
permitting  payment  for  organs. 

As  mentioned  earlier,  the  racial  disparity  in 
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health  is  not  unique  to  South  Carolina.  . . we  are 
not  alone  in  this  inequity.  Our  state  does,  however, 
top  the  nation  in  rates  of  stroke,  diabetes  and  hy- 
pertension. The  implication  is  that  blacks  suffer 
more  in  South  Carolina  than  in  almost  anywhere 
else  in  the  country.  As  such,  the  importance  of  this 
issue  to  health  care  providers  in  South  Carolina 
cannot  be  overstated. 


REFERENCES 
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RACIAL  DISPARITIES  IN  HEALTH:  A SOCIOLOGICAL 
ANALYSIS 

KRISTY  MAHER  McNAMARA,  PH.  D* 


TABLE  1 — The  Average  Life  Expectancy  in  Years  in  the  United  States  by  Race  and  Sex,  since  1900 


Year 

White  Males 

White  Females 

Black  Males 

Black  Females 

1900 

46.6 

48.7 

32.5* 

33.5* 

1950 

66.5 

72.2 

58.9 

62.7 

1960 

67.4 

74.1 

60.7 

65.9 

1970 

68.0 

75.6 

60.0 

68.3 

1980 

70.7 

78.1 

63.8 

72.5 

1990 

72.7 

79.4 

64.5 

73.6 

1994 

73.2 

79.6 

64.9 

74.1 

* Includes  all  nonwhites. 

Source:  National  Center  for  Health  Statistics,  1991,  1996. 


. . the  life  expectancy  of  blacks  in  Harlem  is 
lower  than  that  of  persons  in  Bangladesh, 
one  of  the  poorest  countries  in  the  world.  ” 1 

There  are  clear  and  unmistakable  differences  in  the 
health  profiles  of  racial  groups  in  the  United  States. 
Across  the  country,  the  infant  mortality  rates  for 
blacks  is  twice  that  of  whites.  Specifically,  data 
show  an  infant  mortality  rate  of  16.5  for  blacks 
versus  6.8  for  whites.2  The  health  gap  between 
whites  and  blacks  is  not  only  seen  in  infant  mor- 
tality statistics,  but  in  life  expectancy  data  as  well 
(See  Table  1).  A comparison  of  the  life  expectancy 
of  African  Americans  and  whites  shows  that  blacks 
have  historically  been  at  a disadvantage  to  whites. 
Black  males  are  especially  disadvantaged  with  re- 
spect to  longevity.  Table  1 shows  that  in  1994,  the 
black  male  had  a life  expectancy  of  64.9  years.  This 
is  an  average  of  8.3  years  less  than  the  white  male 
(73.2  years).  Additionally,  the  white  female  had  a 
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life  expectancy  5.5  years  greater  than  the  black 
female  in  1994. 

Underlying  the  shortened  life  expectancy  of  Af- 
rican Americans  is  a higher  prevalence  of  several 
life-threatening  illnesses,  such  as  AIDS,  cancer, 
heart  disease,  and  hypertension.  As  shown  in  Table 
2,  the  death  rate  from  all  causes  of  death  is  sub- 
stantially higher  for  the  black  population  than  for 
whites.  Hypertension  or  high  blood  pressure  is  a 
particularly  problematic  health  problem  for  blacks. 
Hildreth  and  Saunders  (1992)  note  that  although 
blacks  constitute  12  percent  of  the  United  States 
population,  they  have  more  than  28  percent  of  the 
diagnosed  hypertension  cases.3  Between  the  ages 
of  25  and  44  years,  hypertension  kills  black  males 
15.5  times  more  frequently  than  it  does  white  males. 
The  ratio  of  black  to  white  females  dying  from  hy- 
pertension in  the  same  age  category  is  17  to  1. 

Given  this  data,  it  is  not  surprising  that  one  of 
the  chief  contributors  to  the  widening  racial  gap  in 
longevity  is  a slower  rate  of  decline  of  deaths  from 
heart  disease  among  blacks  than  whites.4  In  addi- 
tion to  heart  disease,  a close  examination  of  Table 
2 demonstrates  that  blacks  lead  whites  in  all  causes 
of  death  except  pulmonary  disease  and  suicide. 
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More  specifically,  black  males  show  higher  death 
rates  for  each  specific  cause  of  death  for  all  racial/ 
gender  categories,  except  for  pulmonary  disease 
and  suicide  (where  white  males  have  the  highest 
rates)  and  diabetes  (where  black  females  have  the 
highest  rates).  Finally,  Table  2 displays  exception- 
ally high  mortality  rates  among  black  males  for 
cancer,  heart  disease,  homicide  and  AIDS. 

A more  careful  examination  of  the  causes  of 
death  documents  that  under  the  age  of  70,  infant 
mortality,  cancer,  and  cardiovascular  disease  ac- 
count for  50  percent  of  the  excess  deaths  for  black 
males  and  63  percent  for  black  females.5  Homi- 
cide accounts  for  19  percent  of  the  excess  deaths 
for  black  males  and  six  percent  for  black  females. 
These  trends  are  underscored  by  Cooper  (1993), 
who  points  out  that  the  black- white  health  inequal- 
ity among  men  reached  an  all  time  high  for  the 
century  in  the  early  1990s.6 

These  comparisons,  however,  mask  the  true 
story  behind  racial  differences  in  health.  While  the 
tragic  picture  described  above  documents  a clear 
racial  disparity,  it  does  not  explain  why  it  occurs. 
While  some  attempt  to  argue  that  genetics  play  the 
primary  role  in  explaining  racial  differences  in 
health,  most  medical  sociologists  argue  that  dis- 


eases that  have  a clear  genetic  component  (like 
sickle  anemia)  account  for  only  a minuscule 
amount  of  the  racial  disparities  in  health.7  Addi- 
tionally, sociologists  emphasize  that  biological  ex- 
planations tend  to  divert  attention  away  from  social 
factors  that  influence  the  health  status  of  minority 
racial  groups.  As  such,  while  genetic  components 
may  play  a role  in  the  racial  disparity  in  health,  the 
focus  of  this  paper  will  be  on  the  role  of  social 
factors. 

Social  factors  including  social  class  (e.g.  edu- 
cation, income),  health  behaviors  (e.g.  smoking, 
drinking  alcohol,  poor  diet),  stress,  and  access  and 
utilization  of  health  care  all  contribute  to  the  black- 
white  gap  in  health.  Sociological  data  suggests  that 
social  class  differences  between  racial  groups  are 
primarily  responsible  for  the  observed  patterns  of 
racial  disparities  in  health.  Research  documenting 
the  relationship  between  social  class  and  health  is 
widespread  and  consistent  — the  lower  one’s  so- 
cial class,  the  poorer  one’s  health.8-9  Many  studies 
have  concluded  that  social  class  affects  the  health 
of  infants,  children,  and  adults  at  least  as  much,  if 
not  more  than  race  or  ethnicity.10- 1K 12  This  is  largely 
because  race  is  so  strongly  correlated  with  social 
class  in  American  society.  For  example,  in  1996, 


TABLE  2 — Age-Adjusted  Death  Rates  for  Selected  Causes  of  Death,  According  to  Sex  and  Race, 
United  States,  1993 


Cause  of  Death 

White 

White 

Black 

Black 

Males 

Females 

Males 

Females 

All  causes 

627.5 

367.7 

1,052.2 

578.8 

Heart  Disease 

190.3 

99.2 

267.9 

165.3 

Cerebrovascular  diseases 

26.8 

22.7 

51.9 

39.9 

Cancer 

156.4 

110.1 

238.9 

135.3 

Pulmonary  disease 

28.2 

17.8 

26.6 

12.2 

Pneumonia  and  influenza 

16.6 

10.4 

25.9 

13.5 

Liver  disease  and  cirrhosis 

10.8 

4.6 

16.1 

6.6 

Diabetes 

12.2 

10.0 

26.3 

26.9 

Accidents 

42.9 

16.6 

59.8 

20.1 

Suicide 

19.7 

4.6 

12.9 

2.1 

Homicide 

8.9 

3.0 

70.7 

13.4 

AIDS 

19.0 

1.9 

70.0 

17.3 

* Deaths  per  100,000  residents. 

Source:  National  Center  for  Health  Statistics,  1996. 


96 


The  Journal  of  the  South  Carolina  Medical  Association 


RACIAL 

DISPARITIES 


while  1 1 percent  of  whites  were  poor,  28  percent 
of  blacks  fell  below  the  poverty  line.13 

Researchers  often  find  that  controlling  for  so- 
cioeconomic status  (SES)  (i.e.  a concept  used  by 
sociologists  to  measure  social  class  which  includes 
income,  education  and  occupational  prestige)  of- 
ten substantially  reduces  the  racial  disparities  in 
health.  In  fact,  in  some  cases  the  racial  disparity 
disappears  altogether.1114  More  frequently,  how- 
ever, it  is  found  that  adjusting  for  social  class  dif- 
ferences substantially  reduces  but  does  not 
eliminate  racial  disparities  in  health.615 

Lack  of  insurance,  limited  income,  poor  educa- 
tion, and  unhealthy  living  conditions  are  just  a few 
of  the  components  affecting  the  health  outcomes 
of  poor  African  Americans  in  the  United  States. 
William  Julius  Wilson  (1996)  notes  that  the  social 
conditions  available  to  poor,  urban,  isolated  blacks, 
who  inhabit  the  core  of  the  nation’s  central  cities, 
have  worsened.  He  argues  that  the  rates  of  unem- 
ployment, out-of-wedlock  births,  households 
headed  by  females,  dependency  on  welfare,  and 
violent  crimes  have  increased  to  their  highest  lev- 
els ever.16  Under  these  conditions,  it  is  not  surpris- 
ing that  African-Americans  are  in  poor  health. 
Additionally,  if  poor  people  suffer  from  more  ill- 
ness and  die  sooner  than  wealthier  people,  it  is  not 
surprising  that  African  Americans,  who  are  over- 
represented in  the  lower  social  classes  of  society, 
have  a correspondingly  poorer  health  profile.  What 
is  surprising  is  what  is  found  when  comparisons 
are  made  within  socioeconomic  levels. 

When  making  these  types  of  comparisons  (e.g. 
middle  class  blacks  to  middle  class  whites),  blacks 
generally  continue  to  have  worse  health  status  than 
whites.  For  example,  a study  by  Schoendorf  and 
colleagues  (1992)  found  higher  infant  mortality 
rates  among  college  educated  black  women  than 
among  comparably  educated  whites.17  Even  more 
surprising  is  the  finding  that  the  black- white  mor- 
tality ratio  actually  increases  as  social  class  stand- 
ing increases.  That  is  to  say,  the  black- white  gap  is 
narrowest  at  the  lower  socioeconomic  levels  and 
highest  at  higher  social  class  levels.  Krieger  and 
colleagues  (1993)  found,  for  example,  that  the 
black- white  gap  in  infant  mortality  rates  was  nar- 
rowest among  women  who  had  graduated  from 
high  school,  and  highest  among  women  with  a col- 


lege education.18 

There  is  no  simple  or  universally  accepted  ex- 
planation for  this  finding.  Many  studies  suggest 
that  racism  plays  a key  role  in  the  residual  effect 
race  has  on  health.5’ 6’ 18  Racism,  or  negative  atti- 
tudes and  beliefs  toward  racial  groups,  and  the  con- 
sequent discrimination  that  occurs  at  both  the 
individual  and  institutional  levels,  can  affect  health 
in  a variety  of  ways.  First,  race  can  alter  the  rela- 
tionship between  SES  variables.  Take,  for  instance, 
the  racial  differences  in  average  incomes  based  on 
the  number  of  years  of  education.  The  median  in- 
come for  white  males  with  a college  degree  was 
$38,263;  while  black  males  with  a college  degree 
earned  on  average  $30,532. 19  In  this  way,  educa- 
tion does  not  fully  capture  the  economic  status  dif- 
ferences between  black  and  white  households.  As 
such,  African  Americans  with  advanced  degrees 
may  have  poorer  health  (due  to  fewer  financial  re- 
sources) than  whites  with  comparable  education 
levels. 

Racism  can  also  produce  greater  stress  that  may 
have  a negative  impact  on  both  physical  and  men- 
tal health.  Additionally,  the  impact  of  racism  on 
health  may  be  indirect,  through  a greater  likelihood 
to  engage  in  violence  and  negative  health  behav- 
iors like  drug/alcohol  addictions.  There  is  also  the 
issue  of  restricted  access  to  health  care.  A study  by 
the  Council  on  Ethical  and  Judicial  Affairs  (1990) 
found  that  blacks  were  less  likely  to  receive  a wide 
range  of  medical  services  than  whites  even  after 
adjusting  for  severity  of  illness,  SES  and/or  insur- 
ance status.20  Finally,  a history  of  racism  in  medi- 
cine may  cause  some  blacks  to  avoid  seeking  health 
care  when  it  is  needed.  As  we  witness  the  twenty- 
fifth  anniversary  of  the  uncovering  of  the  Tuskegee 
Syphilis  Experiment,  it  is  hard  to  deny  the  role  that 
racism  has  played  in  the  history  of  medicine.  In 
the  light  of  history,  the  deep-rooted  distrust  of  the 
medical  profession  found  among  some  African 
Americans  is  understandable.  Unfortunately,  this 
mistrust  may  have  negative  ramifications  when 
African  Americans  choose  not  to  seek  health  care 
when  it  is  needed. 

The  picture  painted  of  the  racial  disparities  in 
health  is  not  a pretty  one.  Despite  the  significant 
increases  in  life  expectancy  for  the  black  popula- 
tion in  the  twentieth  century,  the  mortality  rates 
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for  blacks  are  higher  than  for  any  other  racial  group 
in  American  society.  Prior  to  the  1980s,  Native 
Americans  appeared  to  have  the  worst  health  pro- 
file in  American  society,  but  today  that  position 
has  been  taken  by  blacks.21  The  reasons  for  the 
relative  decline  in  the  state  of  African  American 
health  are  not  clear.  In  order  to  get  a complete  pic- 
ture of  the  racial  disparities  in  health  in  the  United 
States,  the  health  profiles  of  other  minority  groups 
(e.g.  Hispanic  Americans,  Native  Americans,  Asian 
Americans)  would  need  to  be  examined,  but  that 
is  beyond  the  scope  of  this  article. 

In  conclusion,  there  is  a clear  and  persistent  ra- 
cial gap  in  health  in  the  United  States.  African 
Americans  live  shorter  lives  and  suffer  from  more 
illnesses  than  any  other  racial  group.  While  social 
class  variations  account  for  some  of  this  finding,  a 
residual  race  effect  remains.  There  is,  however,  a 
glimmer  of  hope  in  this  bleak  picture:  efforts  are 
now  underway  to  close  the  racial  gap  in  health.  In 
February  1998,  President  Clinton  announced  a 
$400  million  national  effort  to  minimize  (if  not 
eliminate)  the  gap  by  the  year  2010.  The  Centers 
for  Disease  Control  and  Prevention  have  already 
started  the  planning  process  with  their  efforts  fo- 
cusing primarily  on  infant  mortality,  cancer,  car- 
diovascular disease,  diabetes,  immunization  and 
HIV.  Hopefully  a shrinking  of  the  racial  gap  in 
health  will  be  visible  in  the  near  future.O 
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Recent  evidence  points  to  the  twin  conclusions  that 
as  a nation  we  are  not  the  most  healthy  in  the  de- 
veloped world  despite  large  amounts  of  resources 
spent  and  that  not  all  of  our  citizens  benefit  equally 
from  our  health  care  advances.  One  recent  study 
determined  that  health  care  resources  in  this  coun- 
try are  allocated  in  ways  that  meet  the  needs  of 
individuals  and  identifiable  racial  groups  in  an 
uneven  fashion.1  Another  study  suggests  that  in 
spite  of  spending  a larger  proportion  of  our  re- 
sources than  another  developed  country  (Japan)  and 
sophisticated  technological  advances,  certain 
simple  indicators  of  good  health  are  lower  in  our 
country  than  the  other.2  Derek  Bok  concluded  in  a 
recent  book  that,  “there  is  no  evidence  that  Ameri- 
cans have  gained  better  health  or  a better  quality 
of  life  as  a result  of  the  vastly  greater  per  capita 
(health  care)  outlays.”3 

In  my  view,  these  observations  constitute  a 
moral  problem.  Since  health  is  a social  good  which 
should  be  given  a higher  priority  than  many  other 
goods  to  which  our  economy  is  devoted,  we  fail  in 
beneficence  to  ourselves  to  let  other  social  goods 
be  provided  while  health  declines  or  is  not  at  the 
level  of  which  we  are  capable  with  the  resources 
we  are  currently  spending.  We  fail  at  justice  to  the 
extent  that  health  care  is  unevenly  distributed 
among  our  people  based  on  factors  which  are  not 
categories  of  moral  worth  or  personal  choice. 

If  we  choose  to  address  this  problem,  what  spe- 
cific methods  are  at  our  disposal  which  have  the 
potential  to  raise  the  level  of  health  of  our  society 
and  to  ensure  that  the  benefits  of  health  care  are 
more  justly  distributed  to  all?  One  such  specific 
strategy  is  Community  Oriented  Primary  Care 
(COPC.)  Would  it  work?  Would  it  actually  im- 
prove the  health  of  our  people  and  guarantee  that 
health  care  was  distributed  justly?  There  is  no  fi- 
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nal  way  to  know  that  in  advance.  I would  like  to 
suggest,  however,  that  from  a moral  perspective,  it 
makes  sense  to  try  it.  It  is  also  clear  that  to  try  it  in 
any  substantial  way  will  require  a reorientation  of 
our  moral  thinking  about  medicine. 

One  advantage  of  this  strategy  is  that  it  has  a 
history  of  application.  It  has  been  tried  on  a lim- 
ited basis  both  in  this  country  and  in  other  cultures. 
Results  from  these  trials  indicate  that  it  has  the 
potential  to  make  a positive  impact  in  a way  which 
advances  the  moral  quality  of  health  care  delivery. 
The  results  also  indicate  that  there  are  a number  of 
barriers  which  must  be  overcome  if  it  is  to  gain 
wide  acceptance.4 

Two  quotations  from  recent  descriptions  of  the 
method  give  the  essential  details  of  the  moral  is- 
sues raised  by  COPC. 

“The  essence  of  COPC  is  the  acceptance  by  a 
practitioner  or  a practice  of  responsibility  for 
the  health  of  an  identified  community  beyond 
the  immediate  patients  seeking  cure  or  relief 
from  acute  and  chronic  diseases.”5 

“COPC  requires  three  essential  components: 
(1)  a primary  care  practice,  (2)  a defined  popu- 
lation, and  (3)  a process  by  which  major  health 
problems  of  the  community  are  addressed.”6 

Adopting  a COPC  approach  to  the  delivery  of 
health  care  would  involve  two  major  moral  shifts. 
One  is  the  acceptance  of  responsibility  for  the 
health  of  a community  rather  than  the  acute  and 
chronic  care  patients  who  seek  out  attention  of  the 
medical  community  for  relief  of  their  illnesses.  The 
locus  of  moral  action  is  dramatically  changed  to  a 
community  rather  than  a single  person.  One  analo- 
gous change  has  been  the  conception  of  the  spe- 
cialty of  family  practice  as  treating  the  entire  family 
rather  than  simply  one  person,  the  patient.  But 
COPC  seeks  to  go  beyond  the  idea  of  a single  fam- 
ily system  as  the  patient.  All  decisions  must  be 
made  in  light  of  their  implications  for  the  health  of 
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every  member  of  the  community. 

This  does  not  mean  that  intensive  treatment  of 
acute  illnesses  would  be  abandoned  or  that  tech- 
nological innovations  would  be  avoided.  It  does 
mean  that  significant  resources  would  be  spent  on 
interventions  designed  to  reduce  the  amount  of 
morbidity  and  mortality  associated  with  easily  pre- 
ventable causes  of  acute  illness.  When  that  oc- 
curs, fewer  resources  would  be  available  to  spend 
on  technology,  and  some  sort  of  rationing  scheme 
would  be  in  order.  Without  increasing  the  percent 
of  our  resources  spent  on  health  care,  we  could 
decrease  the  amount  of  morbidity  and  mortality. 
That  would  seem  to  yield  an  increase  in  benefi- 
cence on  its  face. 

A different  conception  of  health  and  illness 
which  goes  beyond  the  traditional  approach  to  acute 
or  chronic  disease  is  also  implied  by  this  approach. 
If  the  goal  of  health  care  is  freedom  from  physical 
and  mental  pathology,  prevention  of  illness  plays 
just  as  significant  a role  in  maximizing  health  as 
restoring  persons  to  health  after  they  experience 
pathology.  One  overt  sign  that  our  current  system 
of  health  care  is  not  oriented  in  this  way  is  that 
providers  are  able  to  bill  for  their  services  only  on 
the  basis  of  a numerical  code  for  diagnosis  of  an 
illness.  Going  a step  further,  Smith  believes  that, 
“The  present  system,  with  its  roots  in  pathophysi- 
ology or  the  disease  approach  to  treatment,  has 
developed  primarily  for  the  convenience  of  the 
provider  of  care.”  7 

He  goes  on  to  argue  that  medicine  has  devel- 
oped in  two  ways  which  mitigate  against  the  em- 
bracing of  a community  oriented  approach.  One 
he  calls  “involution,”  which  is  the  movement  to- 
ward nonfinancial  barriers  to  care,  like  centraliza- 
tion of  care  in  campuses  removed  from  the  places 
where  the  greatest  need  is.  This  leads  to  what  he 
calls  “resurrection  medicine.”  The  other  is  “com- 
partmentalization,”  which  is  the  increasing  spe- 
cialty of  providers  on  parts  of  the  body,  leaving 
the  patients  to  be  seen  as  organ  systems  rather  than 
whole  persons.7 

Use  of  COPC  would  require  a reorientation  of 
the  moral  thinking  of  providers  to  see  the  commu- 
nity as  the  patient  and  to  see  the  goal  of  care  as 
improvement  of  the  health  indicators  of  a group  of 
people  rather  than  the  vital  signs  and  the  labora- 
tory and  imaging  studies  of  one  person.  They 


would  also  have  to  undertake  actions  that  would 
not  show  their  effects  until  months  to  years  later 
rather  than  in  the  space  of  a few  days  or  weeks. 
The  treatment  venue  would  become  the  streets 
rather  than  the  examining  room. 

It  would  also  require  reorientation  of  the  moral 
thinking  of  the  community  to  see  the  improvement 
of  the  health  of  neighbors  as  an  indicator  of  the 
improvement  of  ones  own  health  and  to  be  willing 
to  spend  money  on  interventions  that  do  not  have 
an  immediate  effect  on  oneself.  We  would  also 
have  to  take  responsibility  for  making  lifestyle 
changes  and  deal  with  changing  economic  incen- 
tives to  produce  and  consume  less  harmful  prod- 
ucts of  commerce. 

The  other  major  moral  shift  implied  in  COPC 
is  the  concern  for  justice  in  health  care.  In  a situa- 
tion of  unlimited  resources,  distributive  justice  is 
a moot  point.  This  is  not  the  case  in  health  care 
today,  however.  Because  our  society  is  reaching 
the  limit  of  its  willingness  to  devote  resources  to 
health  care,  allocation  decisions  are  now  required. 
COPC  offers  a way  of  allocating  the  resources 
available  in  a just  manner.  Overall  health  can  be 
improved,  but  certain  providers  and  patients  will 
not  be  able  to  use  resources  in  ways  that  would  be 
of  the  most  benefit  to  them  personally.  If  one’s 
highest  priority  is  the  community,  that  should  not 
be  a moral  problem.  Such  a trade  off  may  have 
emotional  consequences  to  particular  individuals 
who  would  have  to  forego  care  they  would  other- 
wise have  access  to. 

This  will  be  a major  shift  in  that  providers  are 
accustomed  to  thinking  only  of  the  needs  of  an  in- 
dividual in  the  examining  room  or  the  hospital  bed. 
Patients  are  accustomed  to  thinking  that  their  re- 
sources will  be  used  only  to  provide  for  their  per- 
sonal needs.  (Ironically,  insurance  schemes  and 
cost  shifting  have  been  subtly  diverting  resources 
from  one  person  to  another  for  a long  time.  We  are 
not  accustomed  to  seeing  it  in  that  way,  though.) 
When  COPC  is  embraced  by  the  community,  jus- 
tice is  foremost  in  a very  overt  way.  Individuals 
can  see  that  their  health  is  linked  to  the  health  of 
others,  and  decisions  about  resources  and  changes 
needed  can  be  made  openly.  Ironically,  cost  effec- 
tiveness becomes  a tool  in  advancing  justice  in  such 
a system.  Autonomy  remains,  but  it  is  tempered 
by  one’s  place  in  the  community.  Autonomy  is 
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maintained  in  that  one  makes  a conscious  decision 
to  share,  just  as  one  does  when  purchasing  insur- 
ance. Whether  it  is  too  idealistic  to  think  that  people 
will  be  willing  to  share  resources  within  a particu- 
lar community  in  such  an  overt  way  remains  to  be 
seen  with  a trial  of  COPC. 

COPC  is  not  without  its  critics.  One  critique  of 
COPC  in  1989  (O’Connor)  argued  that  implement- 
ing COPC  was  not  practical  or  desirable.4  His  ar- 
ticle cited  several  factors  leading  to  that  conclusion. 
One  was  lack  of  persuasive  evidence  that  COPC 
can  improve  health  outcomes  in  “nonpoverty”  situ- 
ations. O'Connor  argued  that  no  studies  exist 
which  document  that  COPC  is  more  effective  than 
fee-for-service  medicine  in  improving  health  sta- 
tus. Those  studies  that  do  show  that  COPC  im- 
proves health  are  limited  to  a few  diseases  and 
practices  and  are  among  people  who  have  limited 
access  to  fee-for-service,  such  as  among  the  poor 
or  in  other  countries  with  different  types  of  health 
care  delivery. 

The  second  reason  for  opposing  introduction  of 
COPC  is  lack  of  physician  interest  and  training. 
O’Connor  is  convincing  in  this  regard.  Primary 
care  in  an  urban  setting  is  declining  rapidly.  Little 
time  is  devoted  to  studying  such  issues  and  meth- 
ods in  the  medical  education  curriculum.  His  third 
reason  for  opposing  introduction  of  COPC  is  the 
prevalence  of  economic  and  social  barriers  includ- 
ing lack  of  reimbursement  structures  and  lack  of 
coordination  in  patient  care  in  the  health  care  sys- 
tem. Convincing  the  various  payers  for  medical 
care  such  as  government,  private  insurance,  and 
individual  users  of  the  health  care  system  to  adjust 
the  complex  network  of  incentives  and  payment 
patterns  to  reimburse  for  COPC  activities  would 
in  effect  require  an  overhaul  of  the  health  care  sys- 
tem. This  is  not  likely  to  occur,  as  the  debate  in 
1993-94  demonstrated.  Also,  both  physicians  and 
patients  are  accustomed  to  a rather  fragmented  sys- 
tem of  seeking  and  delivering  care.  Whether  both 
groups  can  adapt  to  an  entirely  new  system  is  doubt- 
ful.4 

O’Connor  does  close  on  a note  of  openness  to 
experimenting  with  COPC  and  implementing  it 
where  it  does  improve  health  outcomes.  He  also 
suggests  that  HMO  style  organizations  hold  the 
possibility  of  bringing  a coordinated  approach  to 
health  care  delivery,  though  this  was  at  an  early 


stage  in  their  development  (1989). 

Several  responses  to  O’Connor  can  be  made 
from  the  perspective  of  ethics.  While  he  notes  that 
COPC  has  not  been  documented  to  work  in 
“nonpoverty”  situations,  can  we  not  infer  a man- 
date to  use  it  in  poverty  situations  where  some  lim- 
ited studies  have  shown  that  it  would  be  useful? 
These  trials  which  demonstrate  some  success  might 
also  be  construed  to  be  a mandate  to  initiate  trials 
among  other  populations  on  the  belief  that  ben- 
efits seen  in  one  group  might  carry  over  to  others. 
At  least  we  should  agree  that  the  lack  of  confirma- 
tory data  among  some  populations  does  not  con- 
stitute a firm  basis  to  reject  COPC  outright. 

While  O'Connor's  description  of  medical  edu- 
cation and  the  system  of  delivery  of  payment  for 
health  care  seems  accurate,  even  for  our  own  situ- 
ation nine  years  later,  it  does  not  constitute  a strong 
moral  basis  for  continuing  the  status  quo.  Frag- 
mentation of  care  and  perverse  incentives  which 
skew  the  system  toward  delivery  of  more  high  tech 
interventions  are  precisely  the  problems  which 
COPC  tries  to  address.  His  “is”  does  not  yield  a 
very  persuasive  “ought.” 

Interestingly,  he  does  say  that  the  success  of 
gatekeeper  and  HMO  systems  (limited  in  1989) 
provides  a context  in  which  COPC  might  develop 
effectively.  Creating  populations  for  which  health 
care  is  to  be  delivered,  and  introducing  preventive 
measures  which  hold  the  prospect  of  lowering  the 
total  cost  of  caring  for  that  population,  are  inter- 
ventions which  would  seem  to  be  appropriate  for 
both  COPC  and  managed  care.  In  both  cases  the 
locus  of  moral  responsibility  has  shifted  to  a com- 
munity rather  than  an  individual.  In  both  cases 
certain  procedures  or  interventions  may  not  be 
available  because  of  a decision  on  behalf  of  the 
group  that  they  are  too  expensive  for  the  benefit 
which  accrues  to  only  one  person. 

Other  moral  questions  are  raised  by  this  pros- 
pect, however.  Of  greatest  importance,  perhaps,  is 
how  would  criteria  be  established  for  entering  and 
exiting  the  “community?”  COPC  began  as  an  in- 
tervention for  those  who  did  not  have  significant 
resources  or  access  to  other  forms  of  medical  care. 
Communities  were  established  by  default  in  cer- 
tain geographic  areas.  Delivery  of  decentralized 
care  to  those  who  lack  transportation  was  one  of 
the  central  purposes.  If  HMO’s  define  communi- 
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ties  by  place  of  employment  rather  than  place  of 
residence,  or  if  payment  of  certain  fees  gains  one 
entrance  to  a community,  will  problems  of  access 
to  health  care  and  justice  in  its  distribution  have 
been  addressed  or  simply  passed  over? 

If  managed  care  organizations  adopt  COPC 
methods,  in  name  or  in  principle  only,  and  do  save 
money,  would  they  then  share  the  savings  with  the 
group  members?  Would  these  benefits  be  paid  as 
dividends  to  stockholders?  How  would  these  sav- 
ings affect  executive  compensation?  Is  this  an  ex- 
ample of  market  incentives  leading  to  practices  that 
benefit  health  care  delivery? 

Another  area  of  moral  concern  is  how  would 
relationships  between  physicians  and  patients  be 
affected  by  such  an  arrangement?  Would  physi- 
cians be  paid  bonuses  for  a healthy  group?  Would 
this  affect  their  clinical  judgment?  Would  physi- 
cians working  on  a salary  for  an  HMO  be  more 
willing  to  be  involved  in  decentralized,  preventive 
interactions  with  patients  or  members  of  the  com- 
munity who  are  not  currently  ill  but  are  members 
of  the  group  being  cared  for? 

There  is  now  some  evidence  that  preventive  care 
does  not  save  money  in  all  cases.8  Some  interven- 
tions seem  to  have  a greater  effect  on  the  bottom 
line  than  others.  Efforts  and  expense  which  will 
not  pay  back  dividends  until  years  later,  when  some 
of  those  who  received  the  benefit  will  not  be  mem- 
bers of  the  group,  do  not  make  sense  economically 
for  managed  care  organizations.  In  COPC  that  may 
not  be  a problem,  because  membership  in  the  group 
is  not  calculated  so  overtly,  and  providing  benefits 
which  one  may  actualize  later  may  appropriately 
be  within  the  moral  purpose  of  the  effort.  Some 
high  profile  preventive  measures  which  are  low 
cost  may  attract  attention  and  garner  good  will  for 
the  organization,  having  some  indirect  economic 
benefit,  especially  for  HMOs  which  are  trying  to 
attract  healthy  paying  members. 

The  larger  question  is,  would  adoption  of  its  core 
concepts  by  HMO’s  for  profit  making  purposes 
subvert  the  moral  purposes  of  COPC?  At  first 
glance,  it  would  seem  that  COPC  is  simply  a 
method  of  health  care  delivery  which  stresses  iden- 
tifying a community  in  which  care  will  be  deliv- 
ered, emphasizing  decentralized  primary  care  over 
high  tech  tertiary  care,  assertive  intervention  within 
the  community  to  prevent  illness  and  change 


lifestyles  in  healthy  ways,  and  an  overall  improve- 
ment of  the  health  status  of  the  community  with 
less  expenditure  of  resources. 

Ironically,  such  a system  can  work  in  two  ways. 
It  can  be  used  to  introduce  more  health  care  into 
communities  which  are  now  underserved  or  it  can 
be  used  to  lower  costs  in  communities  which  are 
now  overserved. 

COPC  can  certainly  be  used  as  a tool  in  the 
elimination  of  race,  class,  and  gender  as  inappro- 
priate categories  for  the  intended  or  unintended 
disparity  of  health  status  or  care  delivery.  Adopt- 
ing inclusive  ways  of  establishing  communities  and 
using  these  methods  can  have  the  effect  of  intro- 
ducing more  justice  into  our  health  care  system. 
COPC  does  involve  practicing  medicine  in  a com- 
pletely different  mode,  and  there  are  significant 
barriers  of  social  customs  and  habits  that  will  have 
to  be  overcome.  These  are  not,  however,  moral 
barriers.  If  justice  is  served,  there  may  even  be  a 
moral  mandate  to  make  the  necessary  changes. □ 
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APRIL 


Monday  - Wednesday  April  5-7, 1999 

Charleston,  SC:  Charleston  Place  Hotel 

Azaleas,  Dogwoods,  and  Obstetrical  Controversies 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  symposium  is  designed  to 
provide  a clinically  based  update  in  Obstetrics  in 
the  following  areas:  Prevention  of  Prematurity, 
Medical  Complications  of  Pregnancy,  and 
Obstetrical  Ultrasound. 

TARGET  AUDIENCE:  Obstetricians  and 
gynecologists 

FACULTY:  Guest  and  MUSC  faculty 
TUITION:  $375  before  March  1 and  $425  after 
March  1 

CONTACT:  Pam  Benjamin;  (843)  876-1925 
CREDITS:  14  hours,  AM  A Category  1 

Wednesday  - Friday  April  7-9, 1999 

Hilton  Head  Island,  SC:  Hilton  Resort 

th 

1 7 ‘ Annual  Infectious  Disease  Seminar  for  the 
Practicing  Physician 

SPONSOR:  Northeastern  Ohio  University  College 
of  Medicine 

DESCRIPTION:  Appropriate  uses  of  new  oral 
antibiotics,  new  oral  antiviral  agents,  new 
antifungal  agents,  etc. 

TARGET  AUDIENCE:  Family  physicians 
CONTACT:  Martha  Silling;  (330)  325-6574 
CREDITS:  10.5  AAFP  prescribed  hours 


Friday  April  9, 1999 

Columbia,  SC:  Sheraton  Hotel 

Stroke  Update  99 

SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  symposium  is  designed  to 
provide  a clinically  based  update  in  evaluation, 
treatment,  and  management  of  stroke. 

TARGET  AUDIENCE:  Primary  care  physicians 
FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Pam  Benjamin;  (843)  876-1925 
CREDITS:  14  hours,  AMA  Category  1 

Friday  - Sunday  April  9-11, 1999 

Hilton  Head  Island,  SC:  Westin  Resort 

Spring  Managed  Care  Update 
SPONSOR:  Southern  Medical  Association 
DESCRIPTION:  Teaching  physicians  to  be  the 
managers  of  managed  care  and  determine 
procedures  and  resources  to  best  maintain  quality 
patient  care  and  remain  efficient. 

TARGET  AUDIENCE:  Family  physicians 
CONTACT:  Nancy  Mullins;  (205)  945-1840 
CREDITS:  12  AAFP  prescribed  hours 

Friday  April  16, 1999 

Columbia,  SC:  South  Carolina  State  Museum 

Fourth  Annual  Spring  Breast  Symposium 
SPONSOR:  USC  School  of  Medicine  - Palmetto 
Richland  Memorial  Hospital  CME  Organization 
DESCRIPTION:  Update  on  issues  in  breast  health 
and  the  care  of  patients  with  breast  cancer. 


TARGET  AUDIENCE:  Oncologists,  surgeons, 
radiologists,  nurses,  others  interested  in  breast 
health. 

FACULTY:  Michael  J.  Edwards,  MD;  A.  Thomas 
Stauros,  MD 

TUITION:  $100  physicians,  $75  non-physicians 
CONTACT:  Steven  Hasterok;  (803)  434-4211 
CREDITS:  6.5  hours,  AMA  Category  1 

Wednesday  - Saturday  April  21-24, 1999 

Hilton  Head  Island,  SC:  Sea  Pines  Resort 

Pediatrics  Update 

SPONSOR:  Lloyd  Noland  Foundation 
DESCRIPTION:  Provide  update  in  pediatrics  of 
new  information  and  methods  for  the  primary  care 
physicians  who  treats  children  and  adolescents. 
TARGET  AUDIENCE:  Primary  care  physicians 
CONTACT:  George  M.  Converse,  III,  MD;  (205) 
783-5276 

CREDITS:  14.50  AAFP  prescribed  hours 

Thursday  - Sunday  April  29  - May  2, 1999 
Charleston,  SC:  Charleston  Place  Hotel 

South  Carolina  Medical  Association  151st  Annual 
Meeting  and  Scientific  Assembly 
SPONSOR:  South  Carolina  Medical  Association 
CONTACT:  Melissa  Hamby:  ext.  253,  (803)  798- 
6207  or  (800)  327-1021 
CREDITS:  12  hours,  AMA  Category  1 

Thursday  - Sunday  April  29  - May  2, 1999 
Charleston,  SC:  Mills  House  Hotel 

Postgraduate  Course  in  Surgery 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  symposium  is  designed  to 
provide  a clinically  based  update  in  all  areas  of 
surgery. 

TARGET  AUDIENCE:  General  surgeons 
FACULTY:  Guest  and  MUSC  faculty 
TUITION:  $500  before  March  10  and  $575  after 
March  10 

CONTACT:  Anne  Tokarczyk;  (843)  797-9393  or 
2985 

CREDITS:  21  hours,  AMA  Category  1 

Thursday  - Sunday  April  29  - May  2, 1999 
Hilton  Head  Island,  SC:  Crown  Plaza  Resort 

Cardiology  for  the  Family  Physician 
SPONSOR:  Continuing  Medical  Education 
Associates 

DESCRIPTION:  Expose  participants  to  recent 


clinical  advances  in  the  diagnosis,  management, 
and  treatment  of  common  cardiology  problems. 
TARGET  AUDIENCE:  Family  physicians 
CONTACT:  Jacqueline  Shiller;  (800)  993- 
2632 

CREDITS:  20  AAFP  prescribed  hours 


MAY 


Sunday  - Wednesday  May  2-5, 1999 

Hilton  Head  Island,  SC:  Crown  Plaza  Resort 

Essentials  in  Emergency  Medicine  and  Urgent  Care 
for  the  Family  Physician 
SPONSOR:  Continuing  Medical  Education 
Associates 

DESCRIPTION:  Program  focuses  on  current 
diagnosis  and  management  of  common 
emergencies  seen  in  the  office  setting. 

TARGET  AUDIENCE:  Family  physicians 
CONTACT:  Jacqueline  Shiller;  (800)  993-2632 
CREDITS:  20  AAFP  prescribed  hours 

Friday  - Sunday  May  14-16, 1999 

Hilton  Head  Island,  SC:  Hilton  Resort 

Managing  Respiratory  Diseases 
SPONSOR:  Medical  Education  Resources 
CONTACT:  Linda  Main;  (303)  798-9682  or  (800) 
421-3756 

CREDITS:  1 1 hours,  AMA  Category  1 

Friday  - Sunday  May  21-23, 1999 

Charleston,  SC:  Wild  Dunes  Resort 

Advanced  Endoscopy  Update 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  symposium  is  designed  for 
gastroenterologists/surgeons  already  performing 
endoscopy  techniques,  as  well  as  GI  nursing  and 
technical  staff. 

TARGET  AUDIENCE:  Gastroenterologists 
FACULTY:  Guest  and  MUSC  faculty 
TUITION:  $375  before  April  1;  $425  after  April  1 
CONTACT:  Rita  Oden;  (843)  792-6865 
CREDITS:  10  hours,  AMA  Category  1 

Thursday  - Saturday  May  27-29, 1999 

Charleston,  SC:  Sheraton  Hotel 

New  Drug  Update 

SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  symposium  is  designed  to 
update  the  primary  care  physician,  pharmacist, 


and  nurse  practitioner  on  new  drugs. 

TARGET  AUDIENCE:  Primary  care  physicians 
FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Odessa  Ussery;  (843)  876-1925 

Friday  - Monday  May  28-31, 1999 

Charleston,  SC:  Westin  Francis  Marion  Hotel 

Medicine  in  the  Vocal  Arts 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  course  is  designed  for  the 
otolaryngologists  and  speech  pathologists  who 
wish  to  further  their  understanding  of  vocal 
mechanisms  and  voice  disorders. 

TARGET  AUDIENCE:  Otolaryngologists  and 
speech  pathologists 
FACULTY:  Guest  and  MUSC  faculty 
TUITION:  $450 

CONTACT:  Lucinda  Halstead,  MD;  (843)  792- 
7162 

CREDITS:  21  hours,  AMA  Category  1 


JUNE 


Wednesday  - Saturday  June  2-5, 1999 

Charleston,  SC:  Charleston  Place  Hotel 

23rd  Annual  Cardiology  Update  for  the  Primary 
Care  Physician 

SPONSOR:  American  College  of  Cardiology 
DESCRIPTION:  This  symposium  is  designed  to 
provide  information  on  recent  advances  in  the 
treatment  of  cardiovascular  disease  for  primary 
care  physicians. 

TARGET  AUDIENCE:  Primary  care  physicians 
FACULTY:  Guest  and  MUSC  faculty 
TUITION:  $545  before  May  19;  $595  after  May  19 
CONTACT:  Odessa  Ussery;  (843)  876-1928 
CREDITS:  18.5  hours,  AMA  Category  1 

Thursday  - Sunday  June  3-6, 1999 

Charleston,  SC:  Westin  Francis  Marion  Hotel 

Ophthalmology  Update  1999 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  is  designed  as  an  update  for 
the  practicing  ophthalmologist. 

TARGET  AUDIENCE:  Ophthalmologists 
FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Maddie  Manuel;  (843)  792- 
2760 


Thursday  - Sunday  June  3-6, 1999 

Charleston,  SC:  Mills  House  Hotel 

Orthopedics  at  Spoleto 

SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  is  designed  as  an  update  for 
the  practicing  orthopedic  surgeon. 

TARGET  AUDIENCE:  Orthopedic  surgeons 
FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Pam  Benjamin;  (843)  876-1925 

Monday  - Saturday  June  7-12, 1999 

Kiawah  Island,  SC:  Kiawah  Island  Resort 

Intensive  Review  in  Family  Medicine 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  intensive  review  is  designed 
for  the  practicing  family  physician. 

TARGET  AUDIENCE:  Family  physicians 
FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Odessa  Ussery;  (843)  876-1925 

Thursday  - Saturday  June  10-12, 1999 

Charleston,  SC:  . Institute  of  Psychiatry 
Auditorium,  Medical  University  of  South 
Carolina 

Update  in  Psychiatry 

SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  conference  is  designed  for 
the  practicing  psychiatrist. 

TARGET  AUDIENCE:  Psychiatrists 
FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Carol  Hanback;  (843)  792-0023 

Monday  - Saturday  June  14-19, 1999 

Hilton  Head  Island,  SC:  The  Westin  Resort 

Eighth  Annual  Advanced  Cardiovascular 
Interventions  Symposium 
SPONSOR:  Carolinas  Healthcare  System 
DESCRIPTION:  A six-day  course  for 
interventional  and  invasive  cardiologists, 

Directors  of  Cardiology  Services,  Cardiac  Cath 
Lab  Managers,  and  others  interested  in  major 
interventional  trails  examining  roles  of:  “optimal 
balloon  angioplasty,  stents,  intravascular 
ultrasound,  functional  angiometry,  atherectomy 
devices,  debulking  strategies,  in-stent  restenosis, 
and  more. 

FACULTY:  Charles  Simonton,  MD,  Course 
Director;  Raoul  Bonan,  MD;  Michael  Cowley, 
MD;  Nicolas  Chrones,  MD;  Charles  Davidson, 
MD;  Edward  Diethrich,  MD;  and  many  more. 
TUITION:  $850 


CONTACT:  Mary  Anne  Cox;  (704)  355-3942  or 
(800)  562-7314,  ext.  3942 
CREDITS:  21  hours,  AMA  Category  1 

Wednesday  - Saturday  June  16-19, 1999 

Hilton  Head  Island,  SC:  Sea  Pines  Resort 
Conference  Center 

Adult  Infectious  Disease  Seminar 
SPONSOR:  Lloyd  Noland  Foundation 
DESCRIPTION:  Provide  and  update  advances  in 
new  information  and  methods  for  primary  care 
physicians  who  treat  adults  with  infectious  disease 
problems. 

TARGET  AUDIENCE:  Primary  care  physicians 
CONTACT:  George  M.  Converse,  III,  MD;  (205) 
783-5276 

CREDITS:  16.5  AAFP  prescribed  hours 

Friday  - Saturday  June  18-19, 1999 

Greenwood,  SC:  Preston  Nesbitt  Auditorium/ 
AHEC 

Annual  Festival  of  Flowers 
SPONSOR:  Self  Memorial  Hospital 
DESCRIPTION:  One  and  Vi  day  meeting  of  various 
medical  topics  of  interest  to  practicing  primary 
care  physicians. 

TARGET  AUDIENCE:  Primary  care  physicians, 
nurse  practitioners,  physicians  assistants, 
pharmacists 

FACULTY:  Local,  state,  and  national  experts 
TUITION:  $75.00 

CONTACT:  Stoney  Abercrombie,  MD;  (864)  227- 
4869 

CREDITS:  10  hours,  AMA  Category  1 

Friday  - Sunday  June  18-20, 1999 

St.  Simons  Island,  GA:  King  and  Prince  Beach 
Resort 

3rd  Annual  Transplant  Symposium 
SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Internal  medicine,  family 

practice,  general  surgery 

CONTACT:  Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  9 hours,  AMA  Category  1 

Tuesday  - Sunday  June  22-26, 1999 

Hilton  Head  Island,  SC:  Sea  Pines  Resort 
Conference  Center 

Pediatric  Infectious  Disease  Seminar 


SPONSOR:  Lloyd  Noland  Foundation 
DESCRIPTION:  Provide  and  update  the  advances 
in  new  information  and  methods  for  primary  care 
physicians  who  treat  children  and  adolescents. 
TARGET  AUDIENCE:  Primary  care  physicians 
CONTACT:  George  M.  Converse,  III,  MD;  (205) 
783-5276 

CREDITS:  17.5  AAFP  prescribed  hours 

Monday  - Saturday  June  28  - July  3, 1995 
Sea  Island,  GA:  The  Cloister 

30th  Annual  Internal  Medicine  Symposium 
SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Internal  medicine,  family 
practice,  multi-specialty 
CONTACT:  Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  35  hours,  AMA  Category  I 

Tuesday  - Saturday  June  29  - July  3, 199^ 
Hilton  Head  Island,  SC:  Sea  Pines  Resort 
Conference  Center 

Family  Practice  Seminar  " Update  and  Review  ” 
SPONSOR:  Lloyd  Noland  Foundation 
DESCRIPTION:  Update  and  review  of  common 
disorders  and  problems  encountered  in  family 
medicine. 

TARGET  AUDIENCE:  Family  physicians 
CONTACT:  George  M.  Converse,  III,  MD;  (205) 
783-5276 

CREDITS:  17.25  AAFP  prescribed  hours 


SCMA  COMMITTEE  ON  CME 
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Marion  C.  Anderson,  MD 
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R.  Norman  Taylor,  MD 
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Roger  Gaddy,  MD,  Speaker  of  the  House 


THE  PRACTICE  OF  COMMUNITY  ORIENTED 
PRIMARY  CARE:  AN  ETHICAL  APPRAISAL 


ALBERT  H.  KELLER,  D.  MIN.* 


Community  Oriented  Primary  Care  (COPC),  a so- 
cially-responsive  model  of  health  care  that  com- 
bines primary  care  skills  and  the  principles  of 
epidemiology,  is  a modest  but  significant  advance 
towards  the  ethical  goal  of  incorporating  both  pa- 
tient autonomy  and  social  justice  into  our  health 
care  system.1  This  article  builds  a theoretical  base 
for  COPC,  spells  out  the  simplicity  of  the  model, 
and  gives  examples  of  its  application,  concluding 
that  COPC  should  be  a component  of  health  care 
reform  in  South  Carolina  and  nationally. 

Health  educators  have  begun  to  propose  that  in- 
creasing the  competence  of  individuals  and  com- 
munities to  create  the  conditions  necessary  for 
solving  health  and  social  problems  is  as  important 
as  improving  specific  health  outcomes.2  This  pos- 
tulate should  pose  no  problems  for  physicians  who 
subscribe  to  the  “teach  a man  to  fish”  philosophy 
of  helping  others  help  themselves.  Seen  as  a com- 
ment on  medical  services  and  the  role  of  the  phy- 
sician, however,  the  idea  raises  interesting 
questions  about  how  the  practitioner  might  hold  a 
community,  and  not  only  the  individual  patient,  as 
the  object  of  responsibility.  Reaching  for  a broader 
health  care  goal  than  individual  satisfaction  with 
specific  health  outcomes,  it  leads  (by  implication) 
beyond  the  conventional  dyadic  framework — the 
doctor-patient  encounter — to  focus  on  the  complex 
system  of  the  community  as  a frame  for  the 
physician’s  practice.  That  is,  the  hypothesis  places 
health  care  in  the  framework  of  the  concept  of  the 
“civil  society”,  evoking  a vision  of  voluntary,  lo- 
calized structures  that  empower  people  in  a com- 
munity to  solve  their  own  problems  at  a local  level 
with  their  primary  care  physician’s  help.3 

Brazilian  educator  Paulo  Freire  amplifies  the 
principle  of  empowerment  both  theoretically  and 
empirically  in  his  work  with  literacy  education 
among  the  poor.  When  people  are  treated  not  as 
objects  or  recipients  of  educational  or  other  politi- 


*  Address  correspondence  to  Mr.  Keller  at  MUSC, 
171  Ashley  Ave.,  Charleston,  SC  29425. 


cal  projects,  but  as  actors  who  are  able  to  name 
their  problems  and  work  out  their  solutions,  they 
themselves  are  transformed  through  the  process  of 
changing  oppressive  external  circumstances.4 
Transposing  this  principle  into  the  medical  domain, 
when  people  (including  health  professionals)  find 
ways  to  listen  to  each  other,  name  their  common 
health  issues,  and  find  strategies  for  change,  the 
process  itself  is  healthy  both  for  the  individuals 
and  for  the  communities  in  which  they  live. 

Most  agree  that  the  health  conditions  that  cause 
major  morbidity  and  mortality  today — heart  dis- 
ease, cancer,  violence,  accidents,  infectious  dis- 
eases— have  multiple  causes  and  require 
multidimensional  interventions.56  Heart  disease, 
for  example,  is  affected  by  individual  behaviors 
such  as  smoking,  exercise,  and  diet;  stressors  in 
the  workplace  and  neighborhood;  levels  of  air  pol- 
lution; recreation  facilities  in  the  community;  pub- 
lic policies  on  tobacco  and  food;  and  access  to 
medical  care.2  Oversight  of  the  health  of  individu- 
als, and  the  development  of  interventions  to  pre- 
vent these  conditions,  require  that  these  causal 
factors  be  integrated  where  people  live.  The  level 
at  which  the  broadest  integration  normally  takes 
place  with  reference  to  individuals  is  the  oversight 
provided  by  the  primary  care  physician. 

An  approach  to  health  care  that  takes  into  ac- 
count the  interactions  among  individual,  social, 
community,  and  environmental  factors  may  be 
called  an  ecological  approach.6  ‘Ecology’  refers 
to  a theoretical  base  that  sees  the  forces  influenc- 
ing health  as  complex,  dynamic  and  interactive, 
and  strives  for  sustainable  levels  of  health  in  bal- 
anced, interdependent  communities. 

Nowhere  is  such  a systematic  approach  more 
appropriate,  if  not  necessary,  than  in  primary  care. 
The  ecological  model  of  health  care  is  not  driven 
by  the  economic  forces  that  usually  drive  managed 
care,  and  that  often  define  the  role  of  the  primary 
care  physician  as  the  base  and  entry  to  an  integrated 
system.  Yet  features  of  managed  care  organizations, 
such  as  the  definition  of  populations  and  emphasis 
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on  preventive  care  and  health  education,  bend  our 
thinking  toward  models  of  practice  that  have  a great 
deal  of  moral  cogency  when  invested  with  ecologi- 
cal theory.  Such  an  ecological  model  that  may  serve 
as  a crosswalk  between  the  structures  of  managed 
care  and  traditional  doctors’  practices  is  Commu- 
nity Oriented  Primary  Care. 

What  is  Community  Oriented  Primary  Care? 
The  model  was  first  developed  by  Kark  and  Kark 
out  of  primary  care  experience  in  South  Africa  and 
Israel,  where  they  faced  the  demand  to  strike  a bal- 
ance between  medicine  and  public  health,  technol- 
ogy and  prevention.7  Three  components,  in  their 
view  and  that  of  subsequent  advocates,  are  required 
for  COPC:  (1)  a community-based,  primary  care 
practice;  (2)  an  identifiable  community  or  defined 
population  for  which  the  practitioner  assumes  re- 
sponsibility for  improving  the  health  status;  and 
(3)  a goal-setting,  planning,  monitoring,  and  evalu- 
ating process  to  assess  impacts.8  Key  elements  in 
this  approach  include  the  use  of  epidemiological 
methods  to  assess  community  health  problems; 
collaboration  with  community  residents  and  lead- 
ers to  identify  needs,  establish  priorities,  and  plan 
intervention  strategies;  and  the  effective  use  of 
evaluative  mechanisms  and  outcomes  research  to 
“progressively  and  systematically  modify  the 
health  care  services  and  to  redirect  health  care  re- 
sources.”8 

As  with  other  relationships,  the  practitioner- 
community  relationship  develops  one  step  at  a time 
and  in  ways  that  reflect  the  particular  features  of 
the  situation.  When  practitioners  (or  a practice) 
choose  to  begin  working  with  the  COPC  model, 
they  may  start  with  a single  category  of  patients. 
Garr  and  colleagues  describe  an  incremental  pro- 
cess that  may  begin,  for  example,  when  a practice 
identifies  its  diabetic  patients  as  a population  for 
which  it  wishes  to  provide  more  systematic  care.9 
The  process  would  include  a study  of  their  demo- 
graphic characteristics,  assembling  a group  of  dia- 
betic patients  to  assist  in  creating  new  programs  or 
services  for  diabetic  patients,  and  monitoring  the 
outcome  of  these  services  in  order  to  make  further 
modifications.  The  authors  point  out  that  to  begin 
with  this  kind  of  problem-defined  population  within 
a given  practice  is  probably  most  appropriate  when 
there  are  multiple  practices  in  a geographic  area. 

A next  step  described  by  Garr  would  be  to  re- 


tain the  problem-defined  population  but  focus  on 
both  the  users  and  non-users  of  one’s  specific  prac- 
tice who  live  in  the  geographic  area.  The  assess- 
ment and  planning  group  assembled  to  develop  a 
program  would  include  other  health  care  provid- 
ers, patients  from  other  groups,  and  other  appro- 
priate representatives  of  the  (geographic) 
community.  The  aim  would  be  a cooperative  ef- 
fort to  increase  the  range  and  effectiveness  of  ser- 
vices to  diabetics  in  the  catchment  area. 

The  Charleston  Enterprise/MUSC  Neighbor- 
hood Health  Program  initiative  provides  an  ex- 
ample of  a different  way  the  COPC  approach  can 
develop.  In  this  case,  the  population  or  “denomi- 
nator” group  is  defined  politically  or  geographi- 
cally rather  than  by  a health  problem.  A federal 
grant  secured  by  the  City  of  Charleston  in  1995 
designated  1 1 contiguous  census  tracts  as  the  En- 
terprise Community.  Within  this  area  approxi- 
mately 23,000  people  living  in  18  distinct 
neighborhoods  were  identified  as  the  population 
for  a comprehensive  health  program.10  The  health 
program  is  one  arm  of  a more  extensive  neighbor- 
hood revitalization  program  covered  by  the  grant 
and  may  be  viewed  separately. 

According  to  1990  census  data,  the  poverty  rate 
for  families  in  these  tracts  is  more  than  45  percent, 
compared  to  16  percent  of  families  city  wide  and 
ten  percent  of  families  nationally.  The  7.3  square 
mile  area  is  also  home  to  67  commercial  sites  with 
known  or  potential  environmental  contamination, 
including  one  Superfund  site,  16  sites  containing 
extremely  hazardous  materials,  and  23  leaking 
underground  storage  tanks.  Although  MUSC  is  at 
the  edge  of  the  Enterprise  Community,  most  of  the 
area  has  no  access  to  physician  services  at  all. 

Through  the  vehicle  of  active  neighborhood  as- 
sociations, residents  of  the  Enterprise  Community 
initially  identified  five  interlinked  issues  of  major 
concern  to  them:  creation  and  retention  of  jobs; 
revitalization  of  neighborhoods;  improved  human 
and  family  services;  economic  opportunity;  and 
sustainable  community  development.  MUSC’s 
Environmental  Hazards  Assessment  Program 
(EHAP),  the  “health”  partner  in  the  overall  project, 
proposed  four  related  priorities:  development  of  a 
Primary  Health  Care  Resource  Center;  comprehen- 
sive land-use  planning;  planning  and  coordination 
for  environmental  cleanup  operations;  and  health 
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risk  research,  service,  and  education. 

Out  of  these  preliminary  conceptualizations  of 
priorities  emerged  the  Enterprise/MUSC  Neighbor- 
hood Health  Program  (NHP),  directed  by  Carolyn 
Jenkins,  DrPH,  RNC,  RD,  a faculty  member  in  the 
College  of  Nursing.  The  staff  team  includes  two 
residents  of  the  Enterprise  Community.  The  pur- 
pose of  the  NHP  was  stated  as  follows:  “To  work 
collaboratively  with  the  18  inner-city  neighbor- 
hoods to  identify  health-related  priorities  for  each 
of  the  neighborhoods  and  for  the  community  as  a 
whole;  develop  and  implement  an  action  plan  for 
addressing  the  top  priorities;  and  evaluate  outcomes 
and  celebrate  successes.”10  Work  began  in  August, 
1995. 

To  summarize  the  process  to  date,  neighborhood 
assessments  have  been  conducted  in  all  the  neigh- 
borhoods in  close  cooperation  with  existing  neigh- 
borhood associations,  churches,  and  other  civic 
associations.  Six  health  priorities  were  identified 
through  this  process:  hypertension  management 
and  education;  diabetes  management  and  educa- 
tion; primary  prevention  (nutrition,  weight  control, 
physical  activity,  safety  in  the  home);  primary  care 
and  health  education;  environmental  health  issues; 
and  drug/alcohol  abuse  programs.  People  were 
identified  in  each  neighborhood  as  natural  leaders 
and  “kin-keepers”,  and  55  of  these  residents  vol- 
unteered to  serve  as  Neighborhood  Health  Advi- 
sors, representing  13  of  the  18  neighborhoods. 
Three  training  events  have  been  held  for  the  Advi- 
sors, with  additional  training  in  advocacy/naviga- 
tion of  the  health  care  system  and  related 
community  agencies  and  in  crime  prevention  at  the 
neighborhood  level.  A planning  team  made  up  of 
NHP  staff,  Neighborhood  Health  Advisors,  and 
Neighborhood  Presidents  prepared  the  Neighbor- 
hood Health  Advisor  Training  Manual,  containing 
both  generic  and  neighborhood- specific  training 
materials  which  is  regularly  updated. 

In  line  with  the  neighborhood  health  priorities 
statement,  three  Neighborhood  Health  Festivals 
have  been  held  in  different  locations  with  over  600 
residents  participating,  during  which  800  health 
screenings  were  provided  with  100  persons  referred 
for  further  care  or  enrolled  in  ongoing  health  pro- 
grams. Nursing  Clinics  have  been  established  in 
five  neighborhoods.  Additionally,  a building  is 
currently  being  renovated  to  serve  as  the  Union 


Heights  Clinic  and  Opportunity  Center.  The  staff 
will  include  a family  physician  providing  primary 
care,  integrated  with  health  education  and  advo- 
cacy structures  which  are  already  in  place. 

This  extended  summary  of  the  Enterprise/ 
MUSC  Neighborhood  Health  Program  illustrates 
an  application  of  the  COPC  concept  that  began  with 
a categorical  grant  rather  than  with  an  established 
practice,  and  with  a pre-defined,  political/geo- 
graphic population  rather  than  one  defined  by  a 
single  health  problem.  The  problem  of  choosing 
and  identifying  a “community”  as  the  denomina- 
tor group  for  epidemiological  purposes  is  situ- 
ational and  can  be  resolved  practically.  The 
important  thing  is  that  the  health  concerns  of  a 
specified  group  (larger  than  an  individual  or  pa- 
tient) are  being  addressed.11 

The  physician  who  will  start  a practice  in  the 
Union  Heights  Clinic,  as  mentioned  above,  will 
begin  in  the  context  of  a community  that  has  al- 
ready been  studied  demographically  and  epidemio- 
logically  and  that  has  already  identified  health 
needs  and  priorities  and  responded  to  those  priori- 
ties with  dynamic  programs.  The  physician  will 
find  a large  number  of  individuals  already  accept- 
ing responsibility  for  their  health  and  that  of  their 
neighbors,  and  corporate  structures  seeking  ways 
to  raise  the  health  status  of  the  whole  community. 
An  integral  part  of  the  physician’s  work,  in  addi- 
tion to  clinical  care,  will  be  to  provide  collabora- 
tive leadership  within  a community  actively 
pursuing  better  health. 

A physician  imbued  with  the  assumptions  and 
ideals  of  the  COPC  model  is  likely  to  consider  such 
a mobilized  community  as  a place  where  he/she 
could  function  most  effectively  as  a physician.  But 
that  doctor  will  face  problems  too.  Notable  among 
them  are  problems  faced  by  the  COPC  model  it- 
self. I will  suggest  three. 

First,  with  a diffuse  community  facing  a wide 
variety  of  health  problems,  each  with  multiple  cau- 
sality, it  is  intuitive  that  an  ecological  approach  to 
health  oversight  is  the  best  approach;  but  due  to 
the  very  complexity  of  the  factors  involved,  it  is 
difficult  if  not  impossible  to  do  outcomes  research 
and  measure  specific  parameters  or  programs.  This 
is  generally  true  of  ecological  approaches,  and 
points  also  to  the  problem  of  evaluating  and  modi- 
fying programs  that  is  essential  to  the  COPC  pro- 
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cess.2  On  the  other  hand,  if  the  interest  is  not  pub- 
lishable research  but  practical  improvement  of 
health  interventions,  the  inventive  practitioner  will 
likely  be  able  to  design  outcome  measurements  that 
are  sufficient. 

Second,  while  the  problem  of  choosing  and  iden- 
tifying a community  or  denominator  group  is  re- 
solvable in  practice,  the  real  difficulty  lies  in  the 
question  of  who  speaks  for  the  community,  how 
(by  what  legitimate  means)  they  shall  speak,  and 
the  degree  of  power  they  shall  have  vis-a-vis  the 
professionals  or  bureaucracies  now  commonly 
known  as  “providers.”  Community  participation 
means  many  different  things  from  simply  having 
access  to  a service,  to  having  an  advisory  voice  or 
being  a sounding-board  to  professionals,  to  hav- 
ing a major  influence  in  decision-making  processes 
that  control  local  health  care  institutions. 
Lukomnick  acknowledges  the  inherent  difficulty 
of  significant  community  participation  in  any  health 
program,  then  analyzes  a variety  of  existing  mod- 
els that  lead  her  to  conclude  that  community  par- 
ticipation is  nevertheless  possible,  and  has  been 
achieved,  in  a variety  of  settings.12 

Recognizing  the  often  extreme  problems  of  shar- 
ing power  when  such  disparate  interests  are  in- 
volved, she  affirms  that  “communities  will  be 
healthier  not  only  as  a result  of  the  measurable 
(health)  outcomes  but  as  a result  of  the  process,” 
and  that  community  involvement  is  a central 
premise  of  COPC. 

Third,  the  common  interest  of  COPC  and  man- 
aged care  organizations  (i.e.  those  in  a defined 
population)  in  preventive  care  may  beguile  the 
practitioner  into  thinking  that  the  health  industry 
pursues  the  same  basic  concerns  as  COPC  and  they 
should,  therefore,  be  considered  together.  While 
the  structure  of  managed  care  organizations  and 
public  programs  does  present  denominator  groups 
with  the  potential  of  empowerment  and  improved 
health  status,  that  potential  is  threatened  by  poli- 
cies that  deny  access  to  the  uninsured  or  that  guar- 
antee hospitals  a favorable  patient  mix. 
Disengaging  the  basic  precepts  of  COPC  from  the 
basic  financial  interests  of  managed  care  may  be 
difficult  when  one  is  practicing  within  the  struc- 
ture of  the  latter.  Yet,  as  Robinson  observes,  “A 
community  that  is  organized  around  a primary  care 
practice  is  much  better  prepared  to  respond  to  the 


continual  and  varied  assaults  on  access  to  care.”  13 
In  conclusion,  the  precepts  of  Community  Ori- 
ented Primary  Care  possess  the  ethical  force,  in 
my  view,  to  influence  the  evolution  of  health  care 
in  desirable  directions.  They  broaden  our  under- 
standing of  patient  autonomy  beyond  informed 
consent  to  community  empowerment,  and  they 
foster  social  justice  by  strengthening  the  patient- 
based  infrastructure  of  the  health  care  system. 
Doctors  may  well  respond  positively  to  the  in- 
creased personal  responsibility  patients  take  for 
their  health,  the  careful  outcome  research  required 
by  the  model,  and  the  ensuing  elevation  in  health 
status  in  their  practice,  but  the  ethical  arguments 
for  COPC  remain  central  to  its  consideration. 
Maybe  it’s  just  the  right  thing  to  do.Q 
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TRANSPLANTATION,  THE  ORGAN  GAP,  AND  RACE 

ROBERT  M.  SADE,  M.  D.* 


Clinical  transplantation  of  solid  organs  over  recent 
decades  has  seen  a steady  stream  of  advances  in 
techniques  and  drug  management.  The  resulting 
improved  survival  of  both  patients  and  transplanted 
organs  has  led  to  ever-broadening  indications  for 
transplantation.  The  result  has  been  longer  lives 
of  higher  quality  for  more  people  than  could  have 
been  imagined  just  a few  years  ago.  Last  year, 
over  20,000  transplants  of  solid  organs  were  done 
in  this  country. 

There  is  a dark  side  to  this  success  story,  how- 
ever. The  waiting  list  has  grown  while  the  number 
of  available  organs  has  remained  stable.  Last  year, 
there  were  45,000  people  on  the  waiting  list  for 
transplantation,  and  3,500  died  before  an  organ 
could  be  found  for  them.  The  problem  is  not  that 
there  are  not  enough  medically  suitable  organs; 
rather,  it  is  that  most  of  the  suitable  organs  are  be- 
ing buried.  Kidneys  and  lobes  of  livers  and  lungs 
come  from  living  donors,  but  most  solid  organs 
come  from  people  who  have  recently  died,  so- 
called  cadaveric  donors.  Despite  public  relations 
initiatives,  widespread  public  and  professional  edu- 
cation, and  a variety  of  laws  aimed  at  increasing 
donation  rates,  cadaveric  organ  donation  has  in- 
creased only  five  percent  per  year  in  the  past  de- 
cade, while  the  waiting  list  of  those  in  need  of 
transplants  has  grown  by  3 1 percent  a year.1  Of  all 
medically  suitable  donors,  only  35  percent  actu- 
ally agreed  to  donate.2  The  gap  between  supply 
and  need  of  organ  transplantation  would  largely 
evaporate  if  all  suitable  organs  were  donated. 

Transplantation  and  Race 
The  issue  of  race  poses  special  problems  in  trans- 
plantation. Because  of  the  prevalence  of  hyper- 
tensive renal  disease  in  the  black  population,  that 
group  has  a disproportionately  high  representation 
on  the  kidney  transplant  waiting  list.  While  blacks 
compose  12  percent  of  the  general  population,  they 
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compose  37  percent  of  the  kidney  transplantation 
waiting  list,  and  receive  25  percent  of  the  kidney 
transplants.1  Their  need  for  other  organs  is  more 
closely  in  line  with  the  general  population. 

A variety  of  factors  contribute  to  differences 
among  races:  biological,  medical,  social,  and  per- 
sonal. Biological  factors  include  different  rates  of 
ABO  blood  groups  within  races,  as  well  as  differ- 
ences in  major  histocompatibility  complex  anti- 
gens.3 Because  of  these  differences,  organs  from 
black  donors  have  a better  match  with  potential 
black  recipients  than  white.  Blacks  have  a lower 
donation  rate  than  whites,  for  reasons  discussed  in 
more  detail  below,  contributing  to  fewer  available  bio- 
logically compatible  organs  for  blacks  than  for  whites. 

Suitability  for  transplantation  is  related  to 
comorbid  medical  conditions,  such  as  diabetes  and 
hypertension,  and  social  factors,  such  as  alcohol- 
ism and  drug  abuse,  all  of  which  may  be  higher  in 
minority  communities.  Moreover,  there  is  consid- 
erable geographic  variation  in  donation  rates,  and 
some  regions  with  a relatively  high  proportion  of 
black  population  are  also  regions  with  low  dona- 
tion rates.  This  will  affect  the  national  statistics 
on  transplantation  in  blacks. 

Personal  preferences  affect  transplantation  rates. 
For  example,  a recent  survey  found  that  while  90 
percent  of  whites  would  accept  an  organ  transplant 
if  their  lives  would  be  saved  by  it,  only  70  percent 
of  blacks  would.  Exposure  to  information  about 
transplantation  was  also  lower  among  blacks:  while 
70  percent  of  whites  had  read,  seen,  or  heard  about 
transplants  within  the  previous  year,  only  40  per- 
cent of  blacks  did.4 

There  is  little  evidence  of  widespread  racial  dis- 
crimination in  transplant  programs.  At  least  one 
group  of  investigators,  however,  has  found  that  not 
all  the  differences  in  white  and  black  transplant 
rates  are  due  to  biological,  medical,  or  personal 
reasons.  They  suggest  that  there  may  be  some  de- 
gree of  racial  bias  in  distribution  of  organs.5 

The  donation  rate  in  the  black  community  has 
historically  been  low  compared  with  that  of  whites. 
There  appear  to  be  several  reasons  for  this  differ- 


112 


The  Journal  of  the  South  Carolina  Medical  Association 


TRANSPLANTATION, 
THE  ORGAN  GAP 


ence.  The  most  important  are  widespread  distrust 
of  the  medical  system,  a belief  that  willingness  to 
donate  may  result  in  premature  termination  of  life 
support,  and  the  belief  that  organs  donated  by 
blacks  will  disproportionately  go  to  white  recipi- 
ents.6 Assurance  that  black  organs  would  go  to 
black  recipients  could  result  in  a greater  willing- 
ness to  donate  on  the  part  of  some  blacks. 

Increasing  Cadaveric  Donation  Rate 
I will  focus  next  on  how  the  rate  of  cadaveric  or- 
gan donation  can  be  raised,  then  look  at  the  racial 
implications  of  donation  increases.  Organs  can  be 
procured  from  both  living  and  dead  donors,  but  the 
most  disturbing  losses  occur  when  suitable  organs 
from  the  recently  dead  are  not  transplanted,  but  are 
buried. 

An  important  cause  of  the  organ  gap  may  be 
notions  regarding  the  moral  foundations  of  trans- 
plantation. Stated  simply,  it  is  the  position  of  the 
United  Network  for  Organ  Sharing  (UNOS,  the 
national  organization  for  coordinating  procurement 
and  distribution  of  organs)  that  the  only  ethically 
sound  motivation  for  donation  is  altruism,  con- 
strued as  absence  of  personal  benefit,  and  solidar- 
ity with  the  national  community.  Any  kind  of 
personal  benefit  from  donation  is  deemed  unac- 
ceptable or  at  least  suspect  on  moral  grounds.  I 
suggest  that  this  view  of  the  morality  of  transplan- 
tation is  overly  narrow  and  thereby  eliminates  a 
broad  range  of  motivations  and  opportunities  for 
people  to  donate  organs.  Such  motivations  might 
include  personal  and  financial  rewards. 

Personal  Benefit 

Organs  suitable  for  transplantation  have  great 
value.  Philanthropic  organizations  that  are  success- 
ful in  eliciting  donations  of  large  blocks  of  volun- 
teer time  and  large  sums  of  money  know  a good 
deal  about  what  motivates  people  to  make  such 
donations.  Certainly,  serving  the  general  good  is 
one  such  motivation,  but  it  is  not  a major  one.7 
Most  major  donations  go  to  churches,  synagogues, 
and  other  organizations  which  have  great  personal 
meaning  to  the  donor.8  Many  large  donations  are 
made  through  wills  and  trusts,  both  before  and  af- 
ter death.  In  fact,  some  people  spend  large  sums 
on  estate  planning  designed  to  prevent  their  assets 
from  going  into  general  funds  for  the  public  good, 


preferring  that  their  assets  go  to  persons  or  causes 
they  personally  choose. 

The  idea  that  valuable  resources  are  usually  do- 
nated to  organizations  or  efforts  dedicated  to  causes 
for  which  the  donor  has  sympathy  seems  so  fun- 
damental that  it  should  be  possible  to  use  it  to  in- 
crease organ  donation.  For  many  years,  UNOS 
has  allowed  only  rare  exceptions  to  their  practice 
of  giving  no  information  regarding  the  recipient  of 
a transplanted  organ  to  the  potential  donor.  Yet, 
such  information  could  be  used  as  motivation  to 
donate. 

One  recommended  policy  change  would  allow 
potential  donors  or  their  families  to  honor  and  com- 
memorate the  life  of  the  donor  by  permitting  their 
participation  in  selecting  a recipient  of  the  donated 
organs.9  Under  such  a program,  UNOS  would  con- 
tinue to  maintain  a list  of  medically  indicated  re- 
cipients. Each  person,  through  an  advance 
directive,  or  a family  at  the  time  of  death,  could 
specify  the  characteristics  of  the  recipient  in  terms 
of  local  or  national  community,  younger  or  older 
age,  membership  in  certain  organizations  or 
churches,  and  the  like. 

Contemporary  information  technology  could 
make  instantaneously  available  a wide  range  of  in- 
formation about  each  potential  recipient.  The  pro- 
cess could  be  as  simple  or  as  complex  as  the  person 
or  family  wishes.  It  could  be  a simple  as  allowing 
UNOS  to  make  all  decisions  regarding  the  recipi- 
ent, as  they  do  now,  or  as  complex  as  specifying 
geographic  location,  age,  religion,  race,  severity 
of  illness,  as  well  as  other  specifics.  A program 
like  this  is  consistent  with  current  law,  and  is  con- 
sistent with  ethical  principles  as  well.9  What  pre- 
vents its  implementation  is  the  narrow  view  that 
the  only  acceptable  motivation  for  donation  is  com- 
munity solidarity  without  personal  benefit. 

Such  a program  is  likely  to  disproportionately 
benefit  the  rate  of  transplantation  in  the  black  com- 
munity. As  mentioned  earlier,  blacks  donate  or- 
gans at  a lower  rate  than  whites.  There  are  many 
reasons  for  this,  but  prominent  among  them  are  dis- 
trust of  the  health  care  system  and  of  medical  au- 
thority, and  the  belief  that  donated  organs  from 
blacks  will  go  to  other  races.6  A system  in  which 
black  persons  could  specify  that  their  organs  could 
go  only  to  other  blacks  would  give  them  a special 
reason  to  donate.  An  additional  benefit  of  an  in- 
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crease  in  black  donation  rate  is  that  blood  groups 
and  histocompatibility  antigens  have  different  dis- 
tributions in  different  races.  Therefore,  as  the  black 
donation  rate  goes  up,  the  number  of  transplants 
into  blacks  will  increase,  and  longevity  of  the  im- 
planted organs  will  improve  as  well. 

Financial  Rewards 

Another  kind  of  personal  benefit  that  could  pro- 
vide incentive  to  donate  cadaveric  organs  is  finan- 
cial rewards.  Such  payment,  however,  has  been 
illegal  since  1984. 10  Appealing  to  altruism  for  do- 
nation will  be  very  attractive  to  many  people,  but 
many  others  are  too  burdened  with  the  grief,  pain 
and  often  anger  produced  by  the  loss  of  a loved 
one  to  feel  generous  toward  unknown  others.  Of- 
fering payment  for  donated  organs  will  not  relieve 
grief  or  pain,  but,  in  the  face  of  burial,  funeral,  and 
other  expenses,  may  make  a decision  to  donate 
easier.  The  prospect  of  easing  financial  burdens 
on  family  may  persuade  some  people  who  have 
not  signed  an  organ  donor  card  to  execute  an  ad- 
vance directive  for  donation.  Payment  is  likely  to 
increase  the  supply,  diminish  the  organ  gap,  and 
potentially  save  thousands  of  lives  each  year. 

Many  kinds  of  financial  rewards  have  been  sug- 
gested, ranging  from  paying  for  funeral  expenses 
for  the  deceased  to  allowing  an  open  market  with 
floating  prices  for  organs  determined  by  demand.11 
All,  from  the  simplest  and  least  expensive  to  the 
most  (seemingly)  radical  have  been  rejected  in  prin- 
ciple by  UNOS  on  the  ethical  grounds  that  dona- 
tion should  be  motivated  by  altruism  and  no  other 
reason  can  count  as  acceptable.  Yet,  good  grounds 
for  permitting  payment  have  been  given.  The  most 
common  is  the  persuasive  utilitarian  argument  that 
without  payment,  organs  are  wasted  through  burial, 
and  with  payment,  many  more  organs  could  be 
procured  and  lives  saved. 

At  least  two  arguments  for  organ  donation  pay- 
ment are  even  more  powerful.  First,  allowing  pay- 
ment for  organs  recognizes  and  confirms  the  right 
of  people  to  exercise  sovereignty  over  their  own 
bodies.  The  most  fundamental  tenet  of  a free  soci- 
ety is  that  people  should  be  treated  as  ends  in  them- 
selves, and  should  not  be  used  merely  as  a means 
to  another’s  ends.  Prohibiting  payment  for  organs 
effectively  denies  people  the  right  to  use  their  own 
bodies  for  their  own  chosen  purposes. 


Second,  permitting  payment  increases  over-all 
well-being.  A person  who  chooses  to  give  organs 
after  death  in  exchange  for  payment  knows  that 
after  his  death,  his  family  will  be  better  off  than 
they  would  be  if  he  did  not  donate  his  organs,  and 
the  recipients  whose  lives  are  saved  will  be  better 
off  as  well.  All  persons  directly  involved  in  the 
transaction  benefit  and  are  better  off:  the  donor  and 
those  close  to  him,  and  the  recipient  and  those  close 
to  her.  Who,  then,  loses  if  payment  for  organs  is 
permitted?  What  are  the  objections  to  payment? 

Most  arguments  against  payment  for  organs  (dif- 
ficulties with  informed  consent,  protection  of  sell- 
ers against  the  risks  of  explant  operations, 
exploitation  of  the  poor,  alienation  of  the  body  from 
the  whole  person)12  apply  to  living  sellers.  But 
these  objections  do  not  concern  us  here,  because 
we  are  suggesting  payment  only  for  cadaver  or- 
gans, not  organs  of  living  persons.  Two  objections 
to  payment  for  organs,  however,  apply  also  to  ca- 
davers: 1)  putting  a price  on  organs  will  raise  the 
cost  of  transplantation,  which  may  lead  to  unequal 
distribution,  the  rich  being  able  to  pay  for  organs 
more  easily  than  the  poor;  and  2)  the  sale  of  hu- 
man body  parts  may  diminish  altruistic  donation. 

First,  there  may  be  unequal  distribution  of  or- 
gans, but  this  is  due  to  unequal  access  to  health 
insurance,  not  to  the  cost  of  transplantation.13  Most 
transplants  are  paid  for  by  private  or  public  insur- 
ance, not  by  individuals,  so  the  problem  is  one  of 
availability  of  insurance.  Prohibiting  payment  for 
organs  will  not  correct  this  difficulty.  Moreover, 
artificial  organs  are  currently  sold  through  markets: 
if  it  were  true  that  markets  gave  greater  access  to 
the  rich,  why  is  it  acceptable  for  the  rich  to  have 
increased  access  to  an  artificial  kidney,  but  not  to  a 
human  kidney?  Finally,  the  cost  of  transplantation 
is  already  so  high  that  adding  payment  for  the  or- 
gan to  the  cost  of  procurement  will  represent  only 
a marginal  increase  in  cost.  We  already  pay  procure- 
ment agencies  for  harvesting  organs,  transplant  doc- 
tors for  providing  services,  and  transplant  centers  for 
supplying  equipment,  supplies,  and  personnel.  It 
seems  eminently  sensible  to  pay  also  the  key  figure 
in  the  process:  the  supplier  of  organs. 

The  second  objection  to  allowing  payment  for 
cadaver  organs  is  that  those  who  are  inclined  to 
donate  on  altruistic  grounds  may  be  less  inclined 
to  do  so  if  payment  for  organs  is  available.13  Data 
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on  the  effect  of  payment  for  blood  donation  on 
donation  rates  are  ambiguous.  It  is  clear,  though, 
that  availability  of  payment  does  not  usually  drive 
out  altruistic  donation.  For  example,  there  is  a 
market  where  used  clothes  and  toys  can  be  bought 
and  sold,  but  people  are  more  likely  to  give  them 
away  than  to  sell  them;  doctors  and  lawyers  sell 
their  services,  but  many  donate  some  of  their  time 
pro  bono;  most  hospital  workers  are  paid,  but  there 
are  still  many  volunteers.  The  claim  that  payment 
for  organs  will  reduce  altruistic  donation  will  be  con- 
vincing only  when  there  are  actual  data  to  support  it. 

Conclusion 

There  appear  to  be  no  persuasive  moral  reasons  to 
prohibit  payment  for  cadaver  organs.  Neverthe- 
less, sale  of  organs  has  been  legally  prohibited,  on 
moral  grounds,  with  baleful  consequences.  The 
ban  has  made  discussion  of  payment  moot,  thus 
focusing  public  discussion  on  how  best  to  ration 
organs  that  are  in  short  supply.  Moreover,  the  in- 
direct methods  to  increase  supply  that  are  avail- 
able have  proven  only  marginally  effective  for  two 
decades.  Many  ethical  problems  are  created  by  the 
rationing  of  scarce  organs:  for  example,  how  to  weigh 
severity  of  illness,  geographic  location  and  racial  in- 
equities in  allocating  organs.  These  issues  would 
evaporate  if  the  supply  of  organs  were  adequate. 

The  effect  of  prohibiting  payment  has  been  dis- 
proportionately adverse  on  poor  minorities.  Or- 
gans, both  from  living  donors  and  cadavers,  have 
great  value,  and  financial  benefit  to  donors  would 
disproportionately  benefit  poor  people.  Prohibit- 
ing payment  for  organs  removes  an  important  in- 
centive for  poor  people  to  donate,  and  the  large 
number  of  blacks  in  that  group  translates  into  re- 
duction of  availability  of  biologically  suitable  or- 
gans for  blacks  in  particular.  While  prohibition  of 
payment  harms  everyone,  its  effect  specifically  on 
blacks  means  that  reversing  it  would  disproportion- 
ately benefit  them. 

There  are  good  moral  and  ethical  grounds  to 
reject  absolute  prohibition  of  payment  for  cadaver 
organs.  By  changing  the  focus  from  rationing  of 
scarce  organs  to  increasing  the  numbers  of  organs 
by  permitting  payment  for  them,  we  will  at  least 
be  free  to  discuss  and  debate,  as  we  are  not  now, 
what  kind  of  payment  system  would  work  best  to 
assure  an  adequate  supply  of  organs. 


The  incentives  based  on  personal  benefit  that  I 
have  discussed,  at  their  root,  are  expressions  of  the 
ideas  of  personal  autonomy  and  self-ownership  that 
have  been  the  foundation  of  American  society  and 
law.  The  trend  in  recent  years  has  been  away  from 
that  foundation;  the  policies  I have  advocated  move 
us  toward  increasing  rather  than  diminishing  per- 
sonal freedom  and  responsibility.  The  effect  of  the 
judicious  use  of  such  incentives  would  be  to  hasten 
the  day  when  the  organ  gap  disappears,  to  the  benefit 
of  thousands,  of  all  races,  who  would  otherwise  die.Q 
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Here’s  the  case,  a familiar  scenario.  A 57-year- 
old  African  American  man  comes  to  the  emergency 
room  with  shortness  of  breath  and  is  found  to  have 
urgent  hypertension,  left  ventricular  failure,  and 
pulmonary  edema. 

Here’s  the  dialogue.  “Have  you  ever  been  told 
you  had  high  blood  pressure?”  “Yes.”  “Have  you 
been  treated?”  “Yes.”  “Are  you  taking  your  medi- 
cines now?”  “No.  I stopped  six  months  ago  be- 
cause I couldn’t  afford  them.” 

Now,  here’s  the  question.  Is  his  failure  to  take 
his  medication  (a)  a socioeconomic  problem?;  (b) 
a healthcare  delivery  systems  problem?;  (c)  his 
own  problem,  or  a physician-patient  relationship 
problem?;  (d)  a reflection  of  racism  in  our  soci- 
ety?; or  (e)  all  of  the  above? 

My  answer,  at  least  for  today:  (e)  All  of  the 
above. 

The  question  is  distressingly  common  and  com- 
plex. Let’s  review  the  possible  answers. 

We  can  blame  socioeconomics  (or 
sociodemographics).  Extensive  studies  in  many 
cultures  document  the  effect  of  socioeconomic 
status  on  health.  As  one  writer  put  it,  “Top  people 
live  longer.”1  This  effect  may  even  be  a biologic 
phenomenon.  Some  evidence  suggests  that  social 
hierarchy  correlates  with  health  in  non-human  pri- 
mates. Researchers  at  the  University  of  South 
Carolina  recently  found  that  a socioeconomic  gra- 
dient extends  to  pets.  Even  the  pets  of  the  better- 
educated  and  better-off  live  longer!2  Our  patient 
could  not  afford  his  pills  because  he  did  not  have 
a good  job. 

We  can  blame  our  healthcare  delivery  system. 
Our  healthcare  system  allows  many  people  to  fall 
through  the  cracks  of  adequate  insurance  cover- 
age. Why  not  make  blood  pressure  monitoring  and 
antihypertensive  drugs  available  and  convenient 
to  everyone  who  needs  them?  Would  this  not  cost 
society  far  less  than  the  cost  of  managing  hyper- 
tensive emergencies  and  end-organ  failure?  Our 
patient  could  not  obtain  good  care  because  the  sys- 


tem made  it  too  difficult. 

We  can  blame  the  individual  patient  and/or  his 
doctor.  Physicians  and  patients  of  different  back- 
grounds often  communicate  poorly.  Was  adequate 
rapport  established?  Were  the  implications  of  hy- 
pertension sufficiently  stressed?  Were  ethnic  dif- 
ferences appreciated?  According  to  one  study, 
African  Americans  are  more  likely  to  perceive  phy- 
sicians’ behavior  as  undesirable  and  are  more  likely 
to  turn  to  God  for  control  of  personal  destiny.3  They 
may  be  more  inclined  to  suffer  stoically  rather  than 
seek  handouts.  Our  patient  and  his  doctor  were  on 
different  wavelengths. 

We  can  blame  racism.  Racism  might  have  caused 
or  contributed  to  his  hypertension  in  the  first  place. 
Data  suggest  that  among  Blacks,  blood  pressure  is 
related  to  the  extent  of  racial  discrimination,  unfair 
treatment,  social  support,  and  stress.4'5  One  pro- 
vocative study  suggests  that  racial  disrespect  cor- 
relates with  mortality  not  only  in  Blacks  but  also  in 
whites.6  Data  also  suggest  that  African  Americans 
receive  fewer  invasive  cardiac  procedures  than  do 
whites,  although  the  differences  tend  to  be  elimi- 
nated when  insurance  coverage  is  equalized.7 
Subtle  racial  tensions  caused  our  patient’s  hyper- 
tension and  muddled  its  treatment. 

I do  not  know  the  best  answer.  Clearly  the  prob- 
lem is  multifactorial  but  with  the  various  forces 
pushing  and  pulling  at  different  rates  in  different 
patients  and  different  doctors. 

The  symposium  in  this  issue  of  The  Journal 
came  from  a retreat  held  in  February  1997  by  the 
SCMA’s  Ethics  Committee.  Kristy  Maher 
McNamara  begins  by  pointing  out  that  “there  is  a 
clear  and  persistent  racial  gap  in  health  in  the  United 
States.”  As  is  well  known,  the  health  of  African 
Americans  declines  at  a faster  rate  at  all  ages  com- 
pared to  their  white  counterparts.8 

Dr.  McNamara’s  observations  on  the  what  do 
not  resolve  the  why.  Drs.  Stuart  Sprague  and  Albert 
Keller  describe  Community  Oriented  Primary  Care, 
an  approach  to  making  care  more  equitable.  Today’s 
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management  gurus  inform  us  that  most  problems 
are  actually  systems  problems,  and  Community 
Oriented  Primary  Care  takes  a systems  approach 
to  these  issues.  Finally,  Dr.  Robert  Sade  points  out 
the  dilemmas  faced  by  African  Americans  in  get- 
ting access  to  transplantation  medicine. 

These  laudable  papers  leave  us  wondering  about 
the  extent  to  which  inequalities  in  American 
healthcare  can  be  eliminated. 

In  principle  we  turn  to  the  ideal  of  equality  ex- 
pressed by  the  authors  of  the  Declaration  of  Inde- 
pendence, influenced  as  they  were  by  the 
philosophy  of  John  Locke  (who  happened  to  be  a 
physician).  In  practice  we  acknowledge  that  equal- 
ity in  healthcare  or  in  anything  else  for  that  matter 
proves  to  be  an  elusive  grail.  We  nostalgically  turn 
to  the  ancient  Greeks  for  the  ideal  of  a noble  pro- 
fession embracing  “love  of  humanity  and  love  of 
the  art,”  but  access  to  healthcare  in  Greece  was 
decidedly  class-determined.  We  turn  to  later  gen- 
erations, such  as  the  Romans  influenced  by 
Scribonius  Largus  and  the  Scots  influenced  by  John 
Gregory,  for  the  ideal  of  charity  in  medicine,  but 
this,  too,  is  often  tenuous.  Charity — call  it  pater- 
nalism or  noblesse  oblige , if  you  like — is  a flick- 
ering light  that  dims  when  times  get  tight.  In  sum, 
it’s  doubtful  that  true  equality  in  goods  and  ser- 
vices can  ever  be  achieved,  at  least  in  a free  soci- 
ety. But  how  might  we  more  nearly  achieve  it?  And 
how  might  we  eliminate  forever  the  barrier  of  race? 

As  Americans  we  pride  ourselves  as  belonging 
to  the  land  of  opportunity  formed  by  immigrants. 
It  was  Clare  Booth  Luce  who  pointed  out  that  this 
ideal  translates  historically  to  “a  nation  of  white 
immigrants.”  It  was  Robert  F.  Kennedy  who  pointed 
out  that  racial  discrimination  is  not  a uniquely 
Southern  problem  but  rather  a national  problem. 
Still  the  history  of  the  Palmetto  State  dramatizes 
how  persons  of  different  ethnic  backgrounds  do  not 
always  mix  well  (to  put  it  mildly). 

It  was  here,  somewhere  near  Winy  ah  Bay,  that 
in  1526  the  Spaniard  Lucas  Vaquez  de  Ayllon 
brought  African  American  slaves  in  his  attempt  to 
establish  the  first  European  settlement  in  what  is 
now  the  United  States.  It  was  here  in  the  1 8th  cen- 
tury that  English  colonists  from  the  Barbados — 
the  original  “Goose  Creek  men” — indulged  in  the 
Indian  slave  trade,  scouring  the  coasts  for  unsus- 
pecting Native  Americans.  It  was  here  on  Sullivan’s 
Island,  the  Black  equivalent  of  Ellis  Island,  that 


one-half  of  the  ancestors  of  all  African  Americans 
were  quarantined  before  meeting  their  destinies  at 
the  markets.  It  was  here  along  the  coast,  most  no- 
toriously in  Georgetown  County,  that  African  slaves 
reached  their  densest  populations  when  rice  re- 
placed indigo  after  the  Revolution.  It  was  here  that 
thousands  of  freedmen  were  left  to  fend  largely  for 
themselves  and  often  knew  discrimination  of  the 
worst  kind. 

We  have  come  a long,  long,  long  way.  But  there 
is  more  to  be  done. 

On  matters  pertaining  to  race  relations,  orga- 
nized medicine  has  not  always  led  the  way.9  Cer- 
tainly we  should.  Collectively  we  should  explore 
such  approaches  as  the  use  of  “report  card”  ap- 
proaches to  monitoring  care  systems.10  Individu- 
ally we  should  acknowledge  that  pride  of  race  and 
racial  prejudice  are  ubiquitous,  perhaps  present  in 
everyone  if  we’re  honest  about  it.  We  should  re- 
solve to  celebrate  our  common  humanity.  We 
should  resolve  to  treat  everyone  alike. 

The  SCMA’s  Ethics  Committee  is  to  be  congratu- 
lated for  taking  on  this  thorny  topic.  This  is,  I think, 
another  example  that  organized  medicine  is  working 
hard  toward  the  dream  that  Americans  can  indeed 
resolve  their  differences  and  for  the  common  good. 

— CSB 
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Letters  to  t \je  Editor 


Dear  Sir: 

I am  writing  to  call  attention  to  a new  book, 
Expen  Witness,  by  Dr.  Charles  A.  Bertrand  (Cre- 
ative Media  Productions,  1998),  which  I feel  is  a 
‘'must  read"  for  practicing  physicians  today.  As  a 
long  time  member  of  the  South  Carolina  Medical 
Association,  I appreciate  how  Tlte  Journal  contrib- 
utes to  keeping  us  informed  on  current  medical  is- 
sues. 

Not  only  is  Expen  Wit?iess  informative  and  in- 
teresting, it  is  thought  provoking.  Dr.  Bertrand’s 
insights  into  the  present  state  of  the  ‘‘malpractice 
problem"  are  punctuated  with  antecdotes  from  per- 
sonal experience  as  an  expert  witness  in  many  tri- 
als. He  is  alarmed  by  the  rapid  increase  in  mal- 
practice suits — “trial  lawyers  are  pursuing  as  many 
as  120,000  lawsuits  against  America’s  500,000 
physicinas  at  any  one  time"  and  by  the  size  of  dam- 
ages being  awarded. 

Dr.  Bertrand  offers  valid  ideas  for  reform.  He 
suggests  that  judges — not  opposing  lawyers — 
choose  jurors,  and  that  juries  be  allowed  to  deter- 
mine guilt  or  innocence  only.  Damages,  he  states, 
should  then  be  set  by  the  judge. 

The  motivation  for  writing  Expert  Witness  came 
from  this  distinguished  cardiolgist’s  deep  concern 
for  the  general  health  care  situation.  Dr.  Bertrand 
feels  that  the  packaging,  marketing,  and  cost  cut- 
ting techniques  in  today’s  managed  care  are  threat- 
ening the  quality  of  health  care  and  endangering 
the  traditional  relationship  between  physician  and 
patient. 

Expert  Witness  will  make  you  think  about  im- 
portant issues  physicians  face  today.  Dr.  Bertand’s 
wisdom,  insight,  and  ideas  shine  as  a beacon  of 
hope  for  some  of  health  care’s  greatest  problems. 

Joseph  W.  Black,  MD 
Dept,  of  Pathology 

Hilton  Head  Medical  Center  & Clinics 

P.O.Box  21117 

Hilton  Head  Island,  SC  29925 


Dear  Sir: 

Our  adult  population  aged  65  years  old  and 
older  is  growing  so  rapidly  that  it  is  predicted  that 
by  the  year  2025,  this  group  will  be  20  percent  of 
our  total  population. 

A consequence  of  getting  older  is  the  gradual 
decline  in  muscular  strength  and  ultimately,  mus- 
cular function.  As  a result,  older  individuals  are  at 
greater  risk  for  falls,  injuries,  and  limitations  im- 
posed by  this  physical  frailty.  Gradually  the  frail 
elderly  are  unable  to  live  independently  because 
they  are  unable  to  perform  such  necessary  activi- 
ties of  daily  living  as  going  to  the  toilet,  walking, 
dressing  themselves,  cooking,  and  other  things 
younger  citizens  take  for  granted.  When  there  is 
sufficient  deterioration  in  the  quality  of  life,  our 
elderly  often  must  be  institutionalized. 

In  an  attempt  to  delay  the  onset  of  physical 
frailty,  several  groups  have  worked  together  to  de- 
velop an  exercise  program  that  our  elderly  can  use 
in  their  homes  to  maintain  or  even  to  improve  func- 
tional fitness.  This  goal  of  helping  our  senior  citi- 
zens continue  living  independently  brought 
together  the  School  of  Public  Health  at  the  Uni- 
versity of  South  Carolina  and  Department  of  Health 
and  Human  Services’  Division  of  Community 
Long-Term  Care  (CLTC)  to  create  “The  Placemat 
Strength  Training  Program.” 

The  centerpiece  of  the  program  is  a laminated 
placemat  consisting  of  examples  of  ten  different 
exercises  that  are  completed  by  sitting  in  or  stand- 
ing behind  a chair  with  arms.  The  placemat,  which 
shows  pictures  of  seniors  doing  each  exercise,  is 
placed  at  the  table  in  front  of  the  individual  as  both 
motivation  and  a reminder  to  exercise.  Body  weight 
is  used  to  create  resistance  and  strengthen  muscles. 
CLTC  has  encouraged  the  use  of  this  program  by 
providing  training  for  all  provider  sites  over  the 
past  year. 

Key  to  the  program  is  a physician’s  clearance 
indicating  no  known  preexisting  health  problems 
that  would  prevent  the  client  from  benefitting  from 

(continued  on  page  123) 
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MAUDE  EVELYN  CALLEN,  RN  (1898-1990) 


To  “live  in  the  house  by  the  side  of  the  road  and 
be  a friend  of  man”  was  the  philosophy  of  life  for 
Maude  Callen.  It  was  said  of  her,  she  “is  a living 
example  that  helping  others  does  help  oneself.”1 

Bom  in  Quincy,  Florida,  in  1 898,  Maude  Callen 
was  orphaned  as  a child  and  grew  up  living  with 
an  uncle.  She  graduated  from  Florida  A&M 
University  and  received  her  nurse’s  training  at  the 
Georgia  Infirmary  at  Savannah.  She  moved  to 
Berkeley  County,  South  Carolina  in  1923  as  a 
missionary  nurse  for  the  Protestant  Episcopal 
Church  and  worked  as  a nurse  and  midwife  in  the 
Pineville  area  of  Berkeley  County  on  the  edge  of 
Hell  Hole  Swamp.  She  recalled  “When  I came  up 
here,  there  wasn’t  a paved  road  in  this  area.  There 
were  no  telephones  or  electric  lights.  There  was 
no  hospital.  They  had  to  travel  by  wagon  or  buggy 
to  King  Street  (in  Charleston). ”2  In  1936,  she 
joined  the  Berkeley  County  Health  Department.  As 
a public  health  nurse,  she  instructed  others  in 
nutrition,  homemaking,  prenatal  care,  and  birth 
control.  She  made  home  visits  as  well  as  holding 
clinics  in  churches,  school  buildings  and  homes. 
She  provided  inoculations,  eye  exams,  dental 
exams,  classes  for  midwives  or  expectant  mothers, 
examinations  for  venereal  disease  and  taught 
children  to  read  and  write.  She  was  also 
instrumental  in  isolating  contagious  diseases  by 
tracking  down  all  of  the  people  with  whom  the 
infected  person  may  have  come  in  contact.  Her 
clinics  were  open  to  all  comers  and  all  ills.  It  was 
not  Maude  Callen’s  intention  to  compete  with 
doctors.  There  were  and  are  not  enough  doctors  to 
cover  the  area  so  when  she  considered  it  needed, 
she  took  patients  to  the  health  department  clinic  or 
county  hospital. 

Dr.  W.  H.  Lacey,  former  director  of  the  Berkeley 
County  Health  Department  is  quoted  as  saying, 
“She  has  been  to  homes  where  it  was  impossible 
to  get  by  wagon.  She  had  to  cross  ditches  and 
creeks  by  foot  on  logs.  The  Maude  Callens  of  this 
world  do  not  fade  away;  they  just  keep  on  and  on 
with  their  magnificent  work  and  dedication  to  the 


sick  and  suffering. ”3 

“She  had  a zest  for  life  and  dedication  to  helping 
people.  She  should  be  remembered  for  dedicating 
her  life  to  helping  babies  and  old  people,”  said  Dr. 
Earl  B.  Higgins,  executive  assistant  to  the  MUSC 
president  for  affirmative  action  and  director  of 
minority  affairs.4 

In  the  late  1940s,  when  Dr.  William  Fishbume, 
then  director  of  the  Berkeley  County  Health 
Department  was  asked  if  Mrs.  Callen  could  take 
some  time  to  teach  for  the  state  board  of  health,  he 
replied,  “if  you  have  to  take  her,  I can  only  ask  you 
to  join  me  in  prayer  for  the  people  left  here. ”5 

Recognition  for  her  contributions  came  in  many 
forms.  She  was  awarded  the  Order  of  the  Palmetto 
by  Governor  Richard  W.  Riley,  featured  in  a 1983 
segment  of  “On  the  Road  with  Charles  Kuralt,” 
and  in  1984,  she  went  to  New  York  to  receive  the 
highest  award  bestowed  by  the  United  Way  of 
America,  the  Alexis  De  Tocqueville  Society  Award 
for  her  60  years  of  service  to  Berkeley  County.  In 
addition,  she  received  honorary  degrees  from 
Clemson  (1983)  and  the  Medical  University  of 
South  Carolina  (1989).  LIFE  Magazine  did  a 
photographic  feature  on  her  in  December  of  195 1 . 

Johnnie  T.  Flynn,  County  Supervisor  for 
Berkeley  County,  recounted  at  a ceremony  in  1986 
when  “Miss  Maude”  was  honored  by  the  Berkeley 
County  Chamber  of  Commerce,  that  she  had  once 
declined  an  invitation  to  the  White  House  saying, 
“You  can’t  just  call  me  up  and  ask  me  to  be 
somewhere.  I’ve  got  to  do  my  job. ”6 

Eugene  Smith,  the  LIFE  photographer  who  did 
the  photo  essay  of  “Miss  Maude,”  as  she  was  called 
by  her  friends,  described  her  by  saying  “she  is  near 
the  pure  ideal  of  what  a life  of  affirmative 
contribution  can  be.”  7 The  LIFE  magazine  article 
brought  contributions  of  over  $25,000  which  was 
used  to  build  the  Maude  E.  Callen  Clinic.  At  the 
age  of  85,  “Miss  Maude”  was  serving  meals  at  the 
Clinic,  which  also  served  as  the  Senior  Citizens 
Center,  to  about  50  elderly  residents  of  Berkeley 
County,  most  of  them  younger  than  she. 
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In  Let  Truth  Be  the  Prejudice:  W.  Eugene  Smith 
His  Life  and  Photographs,  Smith  gives  this 
account:  I traveled  around  South  Carolina  about 
750  miles  just  talking  to  people.  ...  I went  to  see 
Maude  Callen.  I had  blinders  on.  I was  disturbed, 
it  was  not  right.  I had  not  found  the  right  person. 
But  I turned  back  and  asked  if  she  minded  my 
haunting  her  for  six  weeks.  She  truly  did  mind. 

There  was  no  false  modesty I went  everywhere 

with  her I talked  to  people  and  talked  to  doctors. 

I could  think  of  only  one  person  I could  compare 
her  to,  Albert  Schweitzer.  And  when  I saw 
Schweitzer,  I realized  she  was  incomparable.  She 
is  the  greatest  person  I have  ever  known.  She  left 
an  indelible  imprint  on  me.”  8 


Jane  McCutchen  Brown,  Curator 
Waring  Historical  Library 
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SCMAA  CONVENTION  1999 

“HAPPINESS  IS  CARING,  SHARING,  AND  DARING  TO  CHANGE” 


In  keeping  with  our  theme,  we  “dared  to  change”  the  South  Carolina  Medical 
Association  Alliance  Convention  to  celebrate  76  years  of  service  to  our  state. 

All  physicians  spouses  are  invited  to  attend  our  Convention  in  Charleston  on 
Thursday,  April  29  and  Friday,  April  30,  1999.  The  registration  will  begin  in 
the  Alliance  Presidential  Suite  in  the  Charleston  Place  Hotel  on  April  29.  We 
will  hold  our  luncheon  and  House  of  Delegates  meeting  at  the  Hibernian  Hall 
on  Meeting  Street,  next  to  the  Mills  House  Hotel  on  April  30.  This  move  has 
provided  us  with  more  space  so  we  are  able  to  hold  our  meeting  concurrent 
with  the  SCMA  and  provide  additional  attractions.  This  change  will  allow 
your  spouses  to  come  to  Charleston  and  enable  both  of  you  to  enjoy  the  festivities  together. 


Following  the  registration  on  April  29,  there  will  be  an  evening  reception  in  the  Presidential  Suite, 
which  will  feature  some  hors  d’ oeuvres  from  our  own  cookbook,  Rx  du’  Jour.  Please  join  your  spouses 
for  this  event. 


On  Friday,  along  with  our  House  of  Delegates  meeting,  there  will  be  a delightful  fashion  show  by  Saks 
Fifth  Avenue  during  our  buffet  luncheon.  AM  A Alliance  President  Colleen  Adams  and  Southern  Medi- 
cal Auxiliary  President  Jeanny  Kalayciogly  will  be  our  special  guests.  Please  pre-register  your  spouse 
and/or  guests  so  that  we  have  a complete  count  of  those  attending.  We  will  also  have  some  very  exclu- 
sive boutique  shopping  for  your  pleasure,  at  our  Convention.  You  do  not  have  to  be  a delegate  to 
attend  this  luncheon  and  boutique  shopping. 

The  boutiques  are  donating  a portion  of  their  sales  to  the  Alliance,  so  our  support  is  essential.  Shopping 
begins  at  9 a.m.  Friday  and  will  continue  until  7:30  p.m.  A wine  and  hors  d’ oeuvre  reception  will  follow 
the  House  of  Delegates  meeting  from  6-7:30  p.m.  All  physicians  and  their  spouses  are  invited  to  attend. 

On  Saturday  morning,  May  1,  Saks  Fifth  Avenue  will  open  their  doors  from  8:30  a.m.  to  10:30  a.m.  for 
a special  presentation  and  refreshments.  Saks  Fifth  Avenue  will  donate  10  percent  of  the  amount  of 
your  purchases  made  on  that  day  to  the  SCMAA.  Pre-shopping  can  begin  on  April  26  by  mentioning  to 
your  sales  associate  you  are  with  the  SCMAA  and  wish  to  hold  your  purchases  until  May  1.  We  greatly 
appreciate  all  that  Saks  Fifth  Avenue  has  agreed  to  do  for  us.  Please  tell  your  spouses  that  they  may 
bring  a guest.  We  don’t  want  anyone  to  miss  out  on  all  the  fun.  Thank  you  for  your  support! 

Convention  Committee:  Laurie  Schwarz,  Chair 

Jeannie  Lindler,  Jean  Lang 
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Student  Page 


Reenergized  from  a trip  to  Hawaii,  the  student 
leaders  of  the  AMA-MSS  at  MUSC  in  Charleston 
are  ready  to  take  on  many  new  challenges. 

Before  the  Hawaii  trip,  several  MUSC  mem- 
bers were  named  to  new  leadership  positions. 
Kristopher  Crawford,  a second  year  student,  was 
nominated  to  be  the  student  representative  to  the 
AMPAC  board.  Kris  will  be  intimately  involved 
in  the  grassroots  political  efforts  of  the  AMA.  In 
addition,  Justin  Favaro,  a seventh  year  MD/Ph.D. 
student,  was  named  to  the  medical  student  section 
Committee  on  Long-Range  Planning.  This  year, 
the  committee  was  asked  to  determine  if  changes 
were  needed  in  the  way  students  are  represented 
in  the  MSS  House  of  Delegates.  Keith  Borg  was 
just  nominated  to  serve  his  second  consecutive  year 
as  the  student  representative  to  the  American  Col- 
lege of  Emergency  Physicians. 

In  addition  to  some  fun  in  the  sun,  students  from 
MUSC  were  very  active  at  the  Hawaii  interim 
meeting.  Justin  Favaro  served  on  Reference  Com- 
mittee B.  Keith  Borg,  a sixth  year  MD/Ph.D.  stu- 
dent, successfully  lobbied  on  behalf  of  the 


American  College  of  Emergency  Physicians  for  the 
passage  of  a resolution  which  would  study  the  re- 
imbursement and  availability  of  on-call  physicians 
in  emergency  rooms.  Kris  Crawford  attended  his 
first  AMPAC  board  meetings.  In  addition,  two 
other  students  from  MUSC,  Elizabeth  Hearon,  a 
third  year,  and  Peter  Freedland,  a second  year,  got 
some  great  experience  in  national  AMA-MSS  poli- 
tics. 

Students  have  been  busy  with  several  projects 
around  campus.  MUSC  will  host  the  1999  Sec- 
tion IV  meeting  of  medical  students  in  September. 
We  will  host  medical  students  from  all  over  the 
southeast  for  a weekend  mini-symposium.  We  are 
also  developing  an  organized  medicine  elective  for 
fourth  year  medical  students.  And  finally,  we  are 
continuing  our  tradition  of  going  out  to  the  schools 
to  teach  kids  the  dangers  of  smoking,  alcohol,  and 
drugs.  We  have  many  students  excited  about  mak- 
ing the  trip  to  Chicago  in  June  for  the  annual  meet- 
ing. 

We  would  like  to  thank  the  SCMA  for  their  con- 
tinued support  of  our  efforts.  See  you  in  June! 


(Letter  to  the  Editor,  continued  from  page  119 ) 

the  program.  Additionally,  this  clearance  provides 
reinforcement  by  the  physician  that  exercise  is 
important  to  all  individuals  regardless  of  age. 

“Older  adults  can  obtain  significant  health  ben- 
efits with  a moderate  amount  of  physical  activ- 
ity,” according  to  a recent  report  from  the  U.S. 
Surgeon  General,  which  added,  “Stronger  muscles 
help  reduce  the  risk  of  falling  and  improve  the 
ability  to  perform  the  routine  tasks  of  daily  life.” 

As  Medical  Director  of  the  Department  of 
Health  and  Human  Services,  I welcome  your  en- 
dorsement of  this  “Placemat  Strength  Training  Pro- 
gram” because  the  crucial  role  you  play  in  being 


the  chief  health  advisor  to  your  patients  will  expe- 
dite their  participation. 

For  more  information  on  this  program,  call  ei- 
ther Carol  B.  Cornman  at  the  USC  School  of  Pub- 
lic Health  at  (803)  777-5337,  or  me  at  (803) 
253-6100. 1 would  be  delighted  to  provide  materi- 
als for  your  evaluation. 

Ira  B.  Horton,  M.  D. 

Medical  Director,  SC  Department  of  Health  and 
Human  Services 
P.O.  Box  8206 
Columbia,  SC  29202-8206 
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classifieds 


ALLERGY  & IMMUNOLOGY,  CHILD  AND 
ADOLESCENT  PSYCHIATRY,  DERMA- 
TOLOGY, FAMILY  PRACTICE,  ORTHO- 
PAEDIC SURGERY  & SUBSPECIALTIES, 
OTOLARYNGOLOGY,  SURGERY-GEN/ 
VASCULAR/THORACIC:  Practice  opportuni- 
ties exist  in  local  medical  facilities  and  with  pri- 
vate practice  groups  in  Orangeburg  County  for  ex- 
perienced practitioners  and  graduating  residents/ 
fellows.  All  positions  include  salary  or  minimum 
net  income  guarantee  and  a relocation  allowance. 
Located  at  the  junction  of  1-26  and  1-95,  35  min- 
utes to  Columbia  and  70  minutes  to  Charleston. 
Area  known  for  its  gardens,  golf,  hunting  and  fish- 
ing (Lake  Marion).  Achieve  financial  success  in  a 
non-competitive  environment  while  enjoying  a su- 
perior quality  of  life.  Contact  Dr.  Chermol,  The 
Regional  Medical  Center  at  (800)  866-6045. 

AVAILABLE:  Medical  office  space.  Beautiful 
Bldg.  2200  sq.  ft.  Class  A space.  Ideal  Location.  1 
block  from  Palmetto  Baptist,  ground  floor.  Water, 
parking,  janitorial  included.  $12-$  15  per  sq.  ft.  Call 
Blanding  Medical  Plaza,  254-7645  or  376-5548. 

INTERNIST,  51:  Boarded  in  Medicine,  Rheuma- 
tology. Desires  association  with  established  Inter- 
nal Medicine  or  Multi-specialty  group.  Prefer 
Greenville/Spartanburg  area  but  will  consider  all 
areas.  CV  on  request,  cell  phone:  (864)  979-2329 
or  home:  (864)  877-8213. 


MEDICAL  BILLING  SERVICES:  Wright's 
Health  Care  Service , a complete  electronic  billing 
service  designed  to  meet  all  your  medical  billing 
needs.  Contact  (803)  788-0903  for  a personal  analy- 
sis of  your  practice. 

STAFFING  OPPORTUNITIES  FOR  CERTI- 
FIED PHYSICIANS:  Interested  in  permanent 
placement,  part-time  practice  opportunities,  or  just 
need  the  extra  income?  Let  Jennie  Ware  Family 
Medical  Services  help  you  find  what  you’re  look- 
ing for.  Located  in  upstate  South  Carolina,  we  strive 
to  provide  quality  locum  tenens  placement  for  cer- 
tified physicians.  With  connections  to  family  prac- 
tices, clinics/urgent  care  centers,  hospital  systems, 
nursing  homes,  and  assisted  living  centers,  Jennie 
Ware  can  provide  you  with  placement  all  over  the 
state  of  South  Carolina.  If  you’re  interested  in  the 
extra  hours,  or  just  need  the  experience,  let  us  rep- 
resent you  and  provide  you  with  professional,  per- 
sonal service.  For  more  information,  call  us  at 
(864)  577-9978  or  visit  our  website  at 
www.iennieware.  com.  We  look  forward  to  serving 
you! 

WANTED:  Used  ultrasound  for  general  GI 
practice.  Call  (843)  763-8851. 
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'Matters  of  Interest 
to  South  Carolina 
Physicians.  » 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


HOW  MUCH  DO  CIGARS  COST? 


How  much  does  it  cost  to  smoke  cigars?  If  you  buy  life  insurance,  the  cost  will  be 
significant.  That’s  because  most  life  insurance  companies  will  not  issue  their  lowest 
cost  policies  to  cigar  smokers. 

There  have  been  dramatic  decreases  in  the  cost  of  life  insurance  over  the  last  few 
years.  By  far,  the  biggest  premium  decreases  have  been  for  insureds  who  do  not  use 
tobacco  in  any  form  and  who  otherwise  qualify  as  preferred  risks. 

Here  are  premiums  for  $1 ,000,000  of  ten-year,  level  term  insurance  for  a 45  year-old 
male  from  one  company.  This  example  demonstrates  the  substantial  effect  that 
tobacco  use  has  on  policy  cost: 


UNDEWRITING 

CLASS 

TOBACCO 

USE 

ANNUAL 

PREMIUM 

Preferred-Risk 
No-Tobacco  Use 

None 

$1,260 

Standard  Risk 
Non-Smoker 

Cigars,  but 
No  Cigarettes 

$2,000 

Preferred  Smoker 

Cigarettes 

$3,530 

Standard  Smoker 

Cigarettes 

$5,040 

The  Manufacturers  Life  Insurance  Company  (USA)  10  Year  Level  Term  (97) 


The  time  period  in  which  the  insured  may  not  have  used  tobacco  varies  from  company 
to  company.  It  is  usually  at  least  24  months,  and  can  be  as  long  as  60  months,  prior  to 
the  date  of  applying  for  the  policy.  And,  yes,  just  an  occasional  cigar  may  disqualify  an 
applicant  for  a no  tobacco  use  policy! 

The  question  reads  “have  you  used  tobacco  in  any  form  in  the  past  x months”? 
Whether  x equals  24  or  36  or  some  other  number  of  months,  the  point  is  that  even  one 
cigar  will  prevent  the  applicant  from  receiving  the  best  rate  from  the  vast  majority  of 
companies.  In  fact,  most  will  not  allow  cigar  smokers  to  qualify  for  even  their  standard- 
risk,  non-smoker  policies  (the  second  best  rate). 

There  are  a select  few  companies  that  will  allow  a cigar  smoker  to  qualify  for  a 
preferred  risk,  no  tobacco  policy.  These  companies  have  a limit  on  the  number  of 
cigars  that  may  be  smoked.  The  maximum  is  usually  in  the  range  of  6-12  per  year. 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


Because  this  is  no  place 

FOR  A DOCTOR  TO  OPERATE 


5«r 


^Professional  protection  <§xclusively  since  / 899 


To  reach  your  local  office,  call  800-344-1899. 
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What  can  a map  tell  you  about  a computer  system? 


More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how  a 
16-year  commitment  to  'Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross/Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 


€®inmpnSystems 

inc. 

Carolina  Research  Park  • One  Science  Court 
Columbia,  SC  29203-9356 

800-800-6472  • 803-735-7700 
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Fox  Meadows  Software’s 
Practice  Clinical  Management  System 

“P/CMS” 


For  Microsoft  Windows 
95,  98,  and  NT 


take-detenifs 


/ Clinical  Reporter  - Usenjo  pcare 


Using  easily  accessible  and 
maintainable  industry  standards  such 
as  Microsoft  Windows  and  FoxPro 
DBMS,  Fox  Meadows  has  a suite  of 
ready  to  use  application  software  to 
run  any  and  all  aspects  of  a medical  or 
clinical  practice.  The  system  can  be 
easily  customized  by  you,  providing 
immediate  results. 


Speak  to  your  computer  and  save  time,  monthly 
transcription  fees,  and  errors  and  omissions.  Do 
Chart  Notes  using  Lernout  & Hauspie’s  voice 
recognition  system  and  medical  dictionary. 
Lernout  & Hauspie  is  one  of  the  premier  providers 
of  voice  recognition  technologies  and  is  a valued 
business  alliance  of  Fox  Meadows. 


Whether  it  be  their  smiling  faces  or  pictures 
and  images  that  provide  an  all  encompassing 
assessment  of  their  medical  records  and 
history,  Fox  Meadows  “P/CMS”  makes  it  all 
accessible  at  the  touch  of  a button. 


< discrete)  CT  RL+ALT  turns  mbophorie  on 


File  Edit  View  Sections  Dictation  Help 


Plan  Signature! 

Section!  Section  | 

Patient  Info  I Subjective!  Past  Historjj  Objective!  Assessment! 
Section  Section  Section  Section  Section 


Say  "Patient  Name".  PATIENT  NAME 
Patient  ID  or  Chart  Number?  PATIENT  ID 
Say  "SSN".  SSN 

Say  "Date  of  Birth"  DATE  OF  BIRTH 

Say  "Insurance"  INSURANCE 

Say  "Demographics"  DEMOGRAPHICS 


new-report  delete-that  omit-this 


next-item  (take-the-default) 


free-text-mode  ptint-and-save  sipeiure 


| Help  j 

What  Can  1 Sav 

demographics 
Patient  Information 
patient  name 
patient  data 
chart  number 
date  of  birth 
patient  ID 
demographics 
visit  date 
SSN 

Social  Security  Number 
insurance 

secondary  insurance 
interconnect  commands 
Sections 
Variable  Setup 
commands 


Obviously  our  Software  includes: 

A/R  management,  appointment  scheduler,  diary  notes,  Y2K  ready,  electronic  claims  & 
statements,  supports  primary,  secondary,  tertiary,  Workers’  Comp.  & auto  coverages.  System 
includes  Medicare  correct  coding  initiative  (CCI)  & evaluation  management  edits. 


Fox  Meadows  Software  LTD. 
1-800-754-7213  or  803  736-8000 
www.foxmeadows.com 
* Call  or  download  for  our  free  demo  CD  * 


To  earn  and  display 
with  pride 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Physician's  ^cognition  Award 

Jo  fin  Smith,  MD 

fas  fulfilled  the  requirements  for  the  Physicians  Recognition  Award 
in  Continuing  Medical  "Education. 


The  AMA Physician's  Recognition  Award  lets  your  patients,  your 
hospital,  and  your  colleagues  know  that  you  are  continually  expand- 
ing your  knowledge  and  improving  your  skills.  One  hour  of  CME 
each  week,  50  hours  a year,  and  you  can  be  eligible  to  receive  this 
prestigious  proof  of  your  voluntary  achievements  in  programs  of 
Continuing  Medical  Education. 

Facts  about  the  Physicians  Recognition  Award 

You  need  just  50  hours  of  CME  - about  1 hour  per  week.  Twenty  hours 
must  be  AMA  PRA  education  hours,  the  remainder  may  be  either 
Category  1 or  Category  2 hours. 

• One,  two  or  three  year  certificates  are  provided,  based  on 
your  needs. 

• Your  CME  can  be  reported  at  any  time. 

• You  can  fax  or  mail  your  application.  Applications  are  provided 
on  the  AMA  home  page  (http-yAvww.ama-assn.org)  under  the 
Medical  Science  and  Education  button. 

• PRA  staff  will  review  hospital  CME  transcripts  in  place  of 
the  application  form. 

• A certificate  with  Commendation  for  Self-Directed  Learning 
is  available. 

• The  PRA  certificate  is  accepted  by  many  specialty  societies  as 
satisfying  CME  requirements  and  it  is  reciprocal  with  4 state 
medical  society  certificate  programs  - CA,  NJ,  VA  and  PA. 

The  PRA  certificate  is  listed  on  Physician  Select  (AMA  home  page) 
and  will  be  a component  of  AMAP. 

Call  today  to  receive  information  and  your  application  for  the 
Physicians  Recognition  Award,  Materials  are  available  by  fax  or 
mail.  Call  800  621-8335,  and  press  2 for  a fax  application. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


For  most  of  our  owners,  it}s  like 
Prozac,®  but  without  the  Prozac  ® 


Dewees  is  a private,  oceanfront  island  minutes 
from  Historic  Charleston,  SC.  A wide,  natural 
beach  stretches  for  2V2  miles;  65  percent  of  the 
island  is  in  permanent  conservation;  a community 
limited  to  150  homesites  ever. 

Come  explore  Dewees  soon! 

Call  1-800-444-7352 

or  (843)  886-8783 
www.deweesisland.com 

Dewees  Island  Real  Estate,  Inc. 

Eddie  Weekley,  BIC 

Obtain  the  Property  Report  required  by  Federal  law  and  read  it  before  signing  anything. 
No  Federal  agency  has  judged  the  merits  or  value,  if  any,  of  this  property.  N.J.E.  6-96-3/2 


Dewees 

island. 


A PRIVATE.  OCEANFRONT 
ISLAND  RETREAT 
DEDICATED  TO 

ENVIRONMENTAL  PRESERVATION 


Health 

Volunteers 

Overseas 


Health  Volunteers 


Overseas  is  dedicated  to 
improving  the  availability 
and  quality  of  health  care  in 
developing  countries  through  training  and  education. 
Volunteer  your  skills!  Become  a member  of  Health  Volunteers  Overseas ! 


For  more  information,  call  202-296-0928 


SWAN  SONG 

Twelve  months  have  nearly  come  and  gone  since  I took  office  last  April.  I now  understand  why  past  presi- 
dents have  talked  about  the  rapid  passage  of  time.  It  really  does  not  seem  like  twelve  months  have  come  and 
gone  already.  I want  to  thank  Dr.  Weston  for  his  advice  and  assistance  along  the  way. 

Together,  I believe  we  have  all  taken  some  important  steps  forward.  We  have  negotiated  successful  patient 
protection  legislation;  we  have  developed  a comprehensive  long  range  plan  and  recruited  key  executives  for 
our  growing  organizations;  we  have  begun  to  strengthen  our  JUA  and  PCF  malpractice  insurance  organiza- 
tions; we  have  increased  membership  and  carried  the  message  of  a strong  national  medical  federation  through- 
out the  state.  During  this  year,  our  Physicians  Care  Network  has  continued  to  be  profitable  and  we  have 
expanded  the  network  into  neighboring  states.  Our  general  insurance  agency,  Financial  Services,  Inc.,  has 
expanded  to  better  serve  us  all.  Our  AMA  presence  has  increased  with  the  election  of  Dr.  Smoak  as  Chair- 
man of  the  Board  of  Trustees;  soon  to  be  President-Elect  and  with  the  election  of  Dr.  Roberts  as  Chair  of  the 
Southeastern  Delegation.  We  expanded  our  presence  with  the  election  of  Dr.  Hawk  to  the  Council  on  Scien- 
tific Affairs  (Dr.  Brake  is  already  on  place  on  the  Council  on  Legislation),  and  the  addition  of  yet  another 
specialty  delegate/altemate  from  our  state. 

I have  enjoyed  the  year  immensely.  It  was  nice  to  meet  so  many  of  you  and  serve  you  in  different  ways.  You 
have  afforded  me  a great  honor  that  I will  always  cherish. 

Please  come  to  Charleston  for  the  Annual  Meeting  and  help  me  welcome  Dr.  Hester  to  the  presidency. 
Farewell 


Stephen  A.  Imbeau,  M.  D. 
President 
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MEDICARE  UPDATE 


Workshop  Schedule 

The  following  table  shows  specialty  workshops  PGBA  has  scheduled  through  April.  Lack  of  registrants  will  force  the 
workshops  to  be  cancelled.  Please  refer  to  the  April  1999  Medicare  Advisor y for  specific  workshop  locations. 


Topic 

Date 

rime 

Place 

PM  1 Due 

Lab  Billing 

May  11 

9 a.m.-ll  a.m. 

Greenville 

TBA 

$20.00 

4/26/99 

Lab  Billing 

May  12 

9 a.m.-ll  a.m. 

Columbia 

TBA 

$20.00 

4/26/99 

Lab  Billing 

May  13 

9 a.m.-ll  a.m. 

Charleston* 

$20.00 

4/26/99 

Dermatology 

May  11 

1 p.m.-3  p.m. 

Greenville 

TBA 

$20.00 

4/26/99 

Dermatology 

May  12 

1 p.m. -3  p.m. 

Columbia 

TBA 

$20.00 

4/26/99 

Dermatology 

May  13 

1 p.m. -3  p.m. 

Charleston* 

$20.00 

4/26/99 

855  Forms 
Made  Easy 

May  19 

9 a.m. -12  p.m. 

BCBS  Audi  ton  um 
1-20  at  Alpine  Rd. 
Columbia  (788-0222) 

$20.00 

5/3/99 

How  to  Survive 
a Post  Pay  Audit 

June  15 

9 a.m.-l  1 p.m. 

Greenville* 

$20.00 

6/1/99 

How  to  Survive 
a Post  Pay  Audit 

June  16 

9 a.m.-ll  p.m. 

Columbia* 

$20.00 

6/1/99 

How  to  Survive 
a Post  Pay  Audit 

June  17 

9 a.m.-ll  p.m. 

Charleston* 

$20.00 

6/1/99 

Claims  Status 
Inquiry  (CSI) 

June  15 

1 p.m. -3  p.m. 

Greenville* 

$20.00 

6/1/99 

Claims  Status 
Inquiry  (CSI) 

June  16 

1 p.m. -3  p.m. 

Columbia* 

$20.00 

6/1/99 

Claims  Status 
Inquiry  (CSI) 

June  17 

1 p.m. -3  p.m. 

Charleston* 

$20.00 

6/1/99 

* Workshop  Locations 

Greenville:  Crown  Plaza  Greenville,  851  Congaree  Rd.,  (864)  297-6300;  Columbia:  Embassy  Suites,  200  Stonendge  Dr., 
(803)  252-8700;  Charleston:  Hilton  Charleston  North,  4770  Goer  Dr.,  (843)  747-1900;  Myrtle  Beach:  Holiday  Inn  West  on 
the  Waterway,  101  Outlet  Blvd.,  (843)  699-4241;  Florence:  Ramada  Inn,  2038  W.  Lucas  St.,  (843)  236-1000;  Spartanburg: 
Spartanburg  Technical  College,  Business  1-85  at  New  Cut  Rd.,  (864)  591-3622. 


MEDICAID  UPDATE 


Carolina  Medical  Review  Asthma  Study 
Results  of  a recent  study  completed  by  the  Carolina  Medi- 
cal Review  found  low  South  Carolina  adherence  rates  to 
national  guidelines  for  diagnosis  and  treatment  of  asthma. 
Treatment  fell  short  in  the  following  areas: 

• Steroid  use  as  an  outpatient 

•Addressing  patient/family  compliance 

• In-hospital  arterial  blood  gas  measurements 

• Utilization  of  the  peak  flow  meters  during 
hospitalization 

• Documentation  regarding  education  on  the  use  of 
peak  flow  meters 

Documentation  of  spacer  device  usage  and  consider- 
ation of  gastroesophageal  reflux  disease  were  also  un- 
common. Claims  analysis  revealed  a low  proportion  of 
discharges  with  outpatient  follow-up  within  ten  days  as 
well  as  a limited  number  of  discharges  followed  by  ste- 
roid claims  within  thirty  days. 

Carolina  Medical  Review  conducted  the  study  as  one 
of  a number  of  Medicaid  quality  of  care  studies  in  progress 


for  the  South  Carolina  Department  of  Health  and  Human 
Services.  The  study  reviewed  adherence  to  guidelines  for 
the  diagnosis  and  treatment  of  asthma  established  by 
Expert  Panel  1 of  the  National  Institutes  of  Health  (NIH). 
Specifically,  the  quality  indicator  categories  included 
prehospitalization  factors,  inpatient  evaluation  and  treat- 
ment, asthma  teaching/education,  and  discharge  planning. 
The  review  assessed  variations  in  levels  of  adherence  to 
guidelines  by  age  group  (under  two  years  versus  two  years 
and  older),  county  hospitalization  rates  (high  versus  low), 
and  type  of  hospital  (children’s  versus  non-children’s). 
Further  claims  analysis  compared  post-hospitalization 
factors  to  inpatient  adherence. 

The  Department  of  Health  and  Human  Services,  in 
partnership  with  Carolina  Medical  Review  and  other  in- 
terested parties,  will  be  developing  a number  of  strate- 
gies to  improve  adherence  to  the  NIH  guidelines  in  South 
Carolina. 

For  more  information,  contact  Nelson  Gunter,  MD, 
Carolina  Medical  Review,  250  Berryhill  Road,  Suite  101, 
Columbia,  SC  29210  (803)  731-8225 


SCMA  ANNUAL  MEETING 
APRIL  29-MAY  2, 1999 
CHARLESTON  PLACE  HOTEL 

As  this  newsletter  goes  to  press,  final  plans  are  under  way  for  the  151st  South  Carolina  Medical  Association 
Annual  Meeting  and  Scientific  Assembly.  Awards  which  will  be  presented  during  the  House  of  Delegates  on 
Sunday  morning  include: 

1999 Award  for  Excellence  in  Medical  and  Health  Care  Reporting:  Ms.  Pamela  Graham,  Ms.  Sandra  Renrick, 
Mr.  Rich  Johnston,  and  Ms.  Mary  Lu  Daubenspeck  ofWSPA-TV  in  Spartanburg  are  the  winners  in  the  broadcast 
journalism  category  for  their  series  of  reports  and  a call-in  session  entitled  “Beyond  Breast  Cancer.’’  The  health 
special  generated  a tremendous  response  from  the  community.  Ms.  Alice  Sherrill  is  the  winner  in  the  print 
journalism  category  for  her  article  on  prostate  cancer  which  appeared  in  The  Lancaster  News.  The  story  focused 
on  the  life  of  a prostate  cancer  survivor  and  discussed  treatment  options  for  this  type  of  cancer. 

1999  Service  to  the  Community  Award:  Greenville  County  Medical  Society  is  this  year’s  winner  of  the  SCMA 
Service  to  the  Community  Award  for  the  publication  of  the  Health  Care  Coverage  Information  Booklet.  The 
booklet  has  proven  to  be  an  excellent  resource  to  educate  employers  and  their  employees  about  choosing  a 
health  care  plan  and  working  with  it  once  the  choice  has  been  made. 

SCMA  Physician  of  the  Year  Award  for  Community  Service:  Gary  Goforth,  MD , Medical  Director  of  the 
Montgomery  Center  for  Family  Medicine  at  Self  Memorial  Hospital  in  Greenwood,  has  been  selected  as  the 
recipient  of  the  SCMA  Physician  of  the  Year  Award  for  Community  Service. 

See  the  Schedule  of  Events  in  this  issue  o/The  Journal  for  a complete  list  of  social  activities,  business  meetings, 
and  scientific  sessions.  Be  sure  to  take  time  to  visit  all  of  our  exhibitors  before  and  after  meetings  and  during  the 
coffee  breaks.  If  you  are  not  preregistered,  call  the  SCMA  today. 
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FREE  LONG  DISTANCE 


From  April  29th  to  May  1st  you  can  make  free  long  dis- 
tance phone  calls.  All  you  have  to  do  is  stop  by  the  Prac- 
tice Management  Services,  Inc.  booth  at  the  Annual 
Meeting.  No  joke!  We’ll  be  there  waiting  for  you  to  come 
and  take  advantage  of  our  free  long  distance.  And  be  sure 
to  ask  how  PMSI  can  help  you  save  money  on  all  of  your 
long  distance  phone  bills.  Business,  residential,  and  call- 
ing card  rates  are  lower  than  ever!  Come  check  it  out! 


WANT  TO  KNOW  HOW  YOU  STACK  UP  WITH  YOUR 

E&M  UTILIZATION? 

While  the  key  to  selection  of  any  CPT  code  should  be  the  supporting  documentation,  evidence  of  undercoding 
may  indicate  possible  lost  revenues.  On  the  flip  side,  overcoding  may  indicate  the  possibility  of  potential  liabil- 
ity issues.  Let  us  compare  your  distribution  of  E & M services  with  expected  patterns  found  in  national  distribu- 
tion information  for  your  specialty.  We  will  provide  you  with  both  a numerical  and  graphical  analysis  of  the 
comparison  and  you  can  see  just  how  you  really  do  stack  up. 

For  more  information,  call  Anne  Harvin  Gavin  at  (800)  327-1021,  extension  260. 


CAPSULES 

Stephen  A.  Imbeau,  MD,  has  been  appointed  to  the 
Practicing  Physician  Advisory  Committee  (PPAC)  of 
the  Health  Care  Financing  Administration  (HCFA). 
Dr.  Imbeau  is  one  of  only  1 5 physicians  in  the  coun- 
try named  to  the  council  that  reports  to  the  federal 
government  on  Medicare  and  Medicaid  issues. 

C.  Morrison  Farish,  MD  and  Francis  Rushton,  MD, 
have  been  appointed  to  Governor  Jim  Hodges’  First 
Steps  Board. 

Carol  A.  Pinner ; III,  MD,  of  Peak,  has  been  selected 
as  Wellspring  Resource  Center’s  1999  Physician  of 
the  Year. 


The  Lyme  Disease  Foundation  will  hold  a seminar 
on  the  disease  April  29, 1999,  from  7-10  p.m.  at 
Richland  Memorial  Hospital.  For  more  information, 
call  Sue  Fox  at  (803)  750-5082. 


SCMA  WORKSHOPS 

OSHA  COMPLIANCE  FOR 
MEDICAL  PRACTICES 
May  6, 1999 

Most  medical  compliance  officers  worry  about  com- 
plicated and  changing  regulations  put  forth  by  the 
Occupational  Safety  and  Health  Administration 
(OSHA).  With  the  emphasis  on  patient  care  and  sub- 
sequent reduced  time  for  other  responsibilities,  how 
do  you  keep  the  employees  working  safely  and  the 
practice  ready  for  an  OSHA  inspection?  This  work- 
shop will  take  you  through  all  state  and  federal  OSHA 
regulations  and  bring  you  up-to-date  on  what  you 
need  to  know  to  provide  a safe  work  environment 
for  medical  offices.  Register  by  April  26,  1999. 

9:00  a.m.  - 4:00  p.m.;  Registration:  8:30  a.m. 

Columbia,  Clarion  Town  House  Hotel 


COMPUTERIZED  PATIENT  RECORDS 
May  19, 1999 

Computerized  patient  records  (CPR)  is  the  current 
topic  of  discussion  in  medical  offices  around  the  state. 
This  workshop  will  help  you  separate  the  reality  from 
the  rhetoric  with  an  objective,  nitty-gritty  evaluation 
of  CPR  systems.  Emphasis  will  be  on  the  practical 
questions  that  medical  practices  must  consider  when 
they  think  about  CPR.  Register  by  May  10,  1999. 
9:00  a.m.  - 4:00  p.m.;  Registration:  8:30  a.m. 
Columbia,  Clarion  Town  House  Hotel 


Space  in  each  program  is  limited,  so  be  sure  to  reg- 
ister early.  If  you  have  any  questions,  please  contact 
Melissa  Hamby,  ext.  253,  at  798-6207  in  Columbia, 
or  at  (800)  327-1021  statewide,  or  by  e-mail  at 
melissa@scmanet.org. 


PHYSICIANS  RECOGNITION 
AWARD 

The  following  SCMA  physicians  are  recent  recipients  of 
the  AMA’s  Physician  Recognition  Award.  This  award  is 
official  documentation  of  Continuing  Medical  Education 
hours  earned. 

William  R.  Greene,  MD 
Michael  J.  Lancaster,  MD 
John  Thos  Queenan,  MD 
John  Pickens  Taylor,  MD 
Robert  Bruce  Borucki,  MD 
James  Raymond  Carroll,  MD 
Joseph  James  Davey,  MD 
F.  Marion  Dwight,  MD 
Gerald  Edward  Harmon,  MD 
Kenenth  Bryan  Heller,  MD 
Malvern  C.  Holland,  MD 
Rosanne  Jordan  Hooks,  MD 
R.  Duren  Johnson,  MD 
Craig  M.  Novy,  MD 
Ralph  Seer  Owings,  MD 
Jeffrey  Carter  Poole,  MD 
Woodrow  Byron  Williams,  MD 
Charles  Michael  Wolff,  MD 
Thomas  James  Bell,  MD 
Martin  F.  Carmichael,  MD 
James  Duckett  Hammond,  MD 
Jay  Michael  Markowitz,  MD 
Bryan  Lawrence  Ohning,  MD 
Susan  Du  Barry  Reynolds,  MD 
John  Joseph  Ryan,  MD 
Michael  C.  Watson,  MD 
Thomas  A.  Whitaker,  MD 


LEGISLATIVE  UPDATE 
AVAILABLE  ON-LINE 

Be  sure  to  check  the  progress  of  senate  and  house  bills  that  the  SCMA 
is  monitoring.  You  can  visit  the  SCMA  website  at  www.scmanet.org  for 
updates  on  the  bills,  their  status,  and  the  position  that  the  SCMA  has 
taken  on  each.  To  visit,  log  on  to  the  SCMA  homepage.  The  Legislative 
Update  can  found  under  the  Legislative  Activity  menu. 


PHYSICIANS  CARE 
NETWORK  UPDATE 

Currently,  there  are  7,027  participating  physician  lo- 
cations, 779  participating  ancillary  locations  and  96 
participating  hospitals.  PCN  has  100  contracted  groups 
with  60,81 1 covered  lives.  We  will  continue  to  pro- 
vide information  as  contracts  are  received. 

NEW  GROUPS: 

• Nan  Ya  Plastics  Corp.  America;  Lake  City; 
effective  4/1/99;  Access/Peer  Review 

• CTE,  Inc;  Spartanburg;  effective  3/1/99;  Access/ 
Peer  Review 

• Carolina  Cardiovascular  Consultants;  effective 
3/1/99;  Seneca;  Access/Peer  Review 

• Ideal  Promotions;  effective  3/i/99;  Spartanburg, 
Access/Peer  Review 

• Tands  Movers  and  Erectors;  effective  3/1/99; 
Spartanburg;  Access/Peer  Review 

• Wolff  Industries;  effective  3/1/99;  Spartanburg; 
Access/Peer  Review 

• Sumter  Coating,  Inc;  effective  3/1/99;  Sumter, 
Access/Peer  Review 

TERMINATIONS: 

• Columbia  Skin  Clinic:  3/1/99 

• Professional  Employer  Group:  3/1/99 

• Wells  Aluminum;  4/1/99 

• Sales  International:  1/1/99 

**  Nan  Ya  Plastics  Corp.  employees  will  not  have  re- 
ceived corrected  i.d.  cards  by  their  effective  date  of  4/ 
1/99.  Questions  regarding  the  benefits  and/or  eligibil- 
ity of  Nan  Ya  employees  may  be  directed  to  their  TPA, 
Care  Source  at  (800)  223-3943. 

If  you  have  questions  about  PCN,  please  contact 
Judy  Legg,  Network  Coordinator,  PCN  at  (803)  798- 
6207,  extension  257  or  statewide  at  1-800-327-1021 . 
You  can  also  send  an  e-mail  message  to 
iudvCa  scmanet.org. 
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THE  ONE  HUNDRED  FIFTY-FIRST 
ANNUAL  MEETING 

THE  CHARLESTON  PLACE  HOTEL 
CHARLESTON,  SOUTH  CAROLINA 
APRIL  29-MAY  2, 1999 


The  151st  Annual  Meeting  of  the  South  Carolina 
Medical  Association  (SCMA)  will  mark  19  con- 
secutive years  in  Charleston  and  the  1 3th  consecu- 
tive year  at  the  Charleston  Place  Hotel. 

Information  regarding  the  meeting,  including 
registration  and  hotel  reservation  forms,  has  been 
mailed  to  all  South  Carolina  physicians,  but  if  you 
have  not  received  this  information,  call  the  SCMA 
headquarters  in  Columbia  at  (803)  798-6207  or 
(800)  327-1021,  statewide.  Again,  there  is  no  reg- 
istration fee  for  SCMA  members,  and  pre-regis- 
tration is  encouraged. 

The  House  of  Delegates  meets  to  consider  the 
business  of  the  association  on  Friday,  April  30,  and 
again  on  Sunday  morning,  May  2.  Reference  com- 
mittees will  meet  on  Friday  afternoon. 

A total  of  11.75  hours  of  Category  1 credit  to- 
ward the  Physician’s  Recognition  Award  of  the 
American  Medical  Association  have  been  approved 
by  the  SCMA  beginning  on  Thursday  afternoon 
and  ending  on  Saturday  afternoon.  Consult  the 
Schedule  of  Events  which  follows,  for  details  on 
all  programs.  The  shaded  areas  in  the  Schedule  of 
Events  indicate  programs  approved  for  continuing 
medical  education  credit  through  the  SCMA.  Each 


physician  should  claim  only  those  hours  of  credit 
which  he  or  she  actually  spent  in  the  educational 
activity. 

Our  special  guest  for  the  Annual  Meeting  is 
Edgar  Ratcliffe  Anderson,  Jr.,  M.  D.,  Executive 
Vice  President  and  Chief  Executive  Officer  of  the 
American  Medical  Association.  He  will  address  the 
House  of  Delegates  on  Friday. 

Again  this  year,  the  SCMA  will  serve  as  the 
umbrella  organization  for  many  specialty  societ- 
ies who  will  hold  business  and  scientific  sessions 
during  the  Annual  Meeting. 

The  SCMA  Board  of  Trustees  will  meet  on 
Thursday,  April  29  and  at  breakfast  each  day  to 
consider  business  which  arises  during  the  House 
of  Delegates  meetings. 

The  Journal  contains  only  the  officer  and  sub- 
sidiary reports  available  at  publication  deadline. 
Additional  reports  and  resolutions  will  only  be  in- 
cluded in  the  delegates’  handbooks  which  will  be 
mailed  prior  to  the  meeting.  Delegates  are  asked 
to  bring  their  handbooks  to  the  meeting  or  to  pass 
them  along  to  alternate  delegates  if  they  are  un- 
able to  attend. 

— DK 
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ONE  HUNDRED  FIFTY-FIRST  ANNUAL  MEETING 

SCHEDULE  OF  EVENTS 

Thursday,  April  29, 1999 


TIME/LOCATION 

EVENT 

11:30  a.m.-7:00  p.m. 
2nd  Floor  Grand  Hall 

SCMA  Registration  - Open 

12:15  p.m.-l:00  p.m. 
Charleston  Grill 

SCMA  Board  of  Trustees  Luncheon 

12:30  p.m.-3:00  p.m. 
Mills  House  Hotel 

Alliance  Past  Presidents’  Luncheon 
(By  Invitation  Only) 

1:00  p.m.-5:00  p.m. 
Willow  Ballroom 

SCMA  Board  of  Trustees  Meeting 

1:00  p.m.-5:00  p.m. 
Magnolia  Ballroom 

SCMA  Plenary  Session 
“What’s  New  in...” 

1:00-1:20 

“Current  Screening  Process  for  Colon  Cancer” 
March  E.  Seabrook,  MD,  Columbia,  SC 

1:20-1:40 

“Current  Screening  Process  for  Breast  Cancer” 
Mary  B.  Rippon,  MD,  Greenville,  SC 

1:40-2:00 

“Preventing  Cancer” 

Daniel  W.  Nixon,  MD,  Hollings  Cancer  Center,  Charleston,  SC 

2:00-2:15 

Question  and  Answer  Session 

2:15-2:25 

Break 

2:25-2:45 

“Medical  Treatment  of  Congenital  Heart  Disease” 
Robert  A.  Rauniker,  MD,  Greenville,  SC 

2:45-3:05 

“Overview  of  Noninvasive  Diagnosis  of 
Peripheral  Vascular  Disease” 

Spence  Taylor,  MD,  Greenville,  SC 

3:05-3:25 

“Alternative  Medicine” 

Sharm  Steadman,  PharmD,  USC  School  of 
Medicine,  Columbia,  SC 

3:25-3:40 

Question  and  Answer  Session 
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TIME/LOCATION 

Thursday,  April  29, 1999  (cont.) 

EVENT 

3:40-3:50 

Break 

3:50-4:10 

“Treating  Hearing  Impaired  or  Disabled  Patients/ 
ADA  Compliance” 

Peter  C.  Weber,  MD,  MUSC,  Charleston,  SC 

4:10-4:30 

“Diagnostic  Evaluation  and  Treatment  of  Depression” 
Mark  S.  George,  MD.  MUSC,  Charleston,  SC 

4:30-4:50 

“Board  of  Medical  Examiners  - Protecting  Your  License 
and  New  Regulations” 

Hartwell  Z.  Hildebrand,  MD,  Rock  Hill,  SC 

4:50-5:00 

Question  and  Answer  Session 

3:00  p.m.-5:00  p.m. 
Alliance  President’s  Suite 

Alliance  Registration  and  Hospitality 

3:00  p.m.-7:00  p.m. 
Dogwood/Cypress/Live  Oak 
Ballrooms  and  Grand  Hall 

Exhibitors  Set  Up 

5:00  p.m.-6:30  p.m. 
Alliance  President’s  Suite 

Alliance  Reception 

(All  SCMA  Members  and  Spouses  Welcome) 

6:00  p.m.-8:00  p.m. 
Magnolia  Ballroom 

SCMA  Young  Physicians’  Section  House  of 
Delegates 

8:00  p.m.-9:00  p.m. 

Roof  Garden 

(Backup:  Jenkins/King  Room) 

SCMA  Young  Physicians’  Section  Reception 
(Supported  by  SCMA  Financial  Services) 

Friday,  April  30, 1999 

7:00  a.m.-5:00  p.m. 
2nd  Floor  Grand  Hall 

SCMA  Registration  - Open 

7:00  a.m.-8:00  a.m. 
Charleston  Grill 

SCMA  Board  of  Trustees  and 
Past  Presidents’  Breakfast 

7:00  a.m.-8:00  a.m. 
Edmunds  Room 

Interspecialty  Council  and  Specialty 
Society  Delegates  Meeting 
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SCHEDULE  OF  EVENTS 


TIME/LOCATION 

Friday,  April  30, 1999  (cont.) 

EVENT 

7:30  a.m.-8:30  a.m. 
Booths  9 & 65 

Coffee/Juice 

7:30  a.m.-6:00  p.m. 
Dogwood/Cypress/Live  Oak 
Ballrooms  and  Grand  Hall 

Exhibits  Open 

8:00  a.m.-9:00  a.m. 
Fenwick  Room 

SC  Cardiopulmonary  Rehabilitation 
Association  Outcomes  Committee  Meeting 

8:00  a.m.-ll:30  a.m. 
Willow/Magnolia  Ballrooms 

SCMA  House  of  Delegates 

8:00  a.m.-12:00  p.m. 
Hibernian  Hall 

Alliance  Registration  - Open 

9:00  a.m.-ll:30  a.m. 
Colleton  Room 

SC  Cardiopulmonary  Rehabilitation 
Association  Board  of  Directors  Meeting 

9:00  a.m.-4:00  p.m. 
Hibernian  Hall 

Alliance  Member  Services  Booth 

9:00  a.m.-7:30  p.m. 
Hibernian  Hall 

Alliance  Boutique  Shopping 

9:30  a.m. -10:30  a.m. 
Hibernian  Hall 

Alliance  Executive  Board  Meeting 

9:45  a.m.-10:45  a.m. 
Booths  9 & 65 

Coffee  Break 

(Supported  by  Info  Avenue) 

10:00  a.m.- 11:00  a.m. 
Riley  Room 

MUSC  Medical  Alumni  Board  Meeting 

11:00  a.m.-12:30  p.m. 
2nd  Floor  Grand  Hall 

SC  Cardiopulmonary  Rehabilitation 
Association  Registration 

11:00  a.m.-12:30  p.m. 
Hibernian  Hall 

Alliance  Luncheon  and  Fashion  Show 

12:00  noon- 1:00  p.m. 
Riley  Room 

SC  Chapter  of  the  American  Academy 
of  Pediatrics  Perinatal  Section 
Executive  Committee  Luncheon 
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TIME/LOCATION 

12:00  noon-1 :30  p.m. 
Charleston  Grill 

12:00  noon-1 :30  p.m. 
Suite  2G 

12:00  noon-4:30  p.m. 
Jenkins/King  Room 

12:00-12:45 

12:45-12:50 

12:50-1:35 

1:35-1:40 

1:40-1:50 

1:50-2:35 

2:35-2:40 

2:40-3:25 

3:25-3:30 

3:30-4:30 

12:30  p.m.-l:30  p.m. 
Edmunds  Room 


Friday,  April  30, 1999  (cont.) 

EVENT 

SCMA  Young  Physicians’  Section 
Luncheon  & Meeting 

(Supported  by  the  AMA  Young  Physicians  Section) 

SC  Society  of  Anesthesiologists  Executive 
Committee  Luncheon  Meeting 

SC  Dermatological  Association 
Scientific  Session  and  Business  Meeting 

“Management  of  Refractory  Acne” 

Alan  R.  Shalita,  MD,  State  University  of 
New  York,  Brooklyn,  NY 

(Supported  by  Ortho  Pharmaceutical  Corporation) 

Question  and  Answer  Session 

“Topical  Retinoids  Old  and  New” 

Alan  R.  Shalita,  MD,  State  University  of 
New  York,  Brooklyn,  NY 

(Supported  by  Ortho  Pharmaceutical  Corporation) 

Question  and  Answer  Session 
Coffee  Break 

“An  Update  on  Drug  Interactions” 

Harry  I.  Katz,  MD,  University  of 
Minnesota  Hospitals,  Minneapolis,  MN 
(Supported  by  Novartis  Pharmaceuticals) 

Question  and  Answer  Session 

“Surgery  of  Nails” 

Richard  K.  Scher,  MD,  Columbia  University,  New  York,  NY 
(Supported  by  Janssen  Pharmaceutica) 

Question  and  Answer  Session 

Business  Meeting 

Reference  Committee  Chairpersons’ 

Luncheon 
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SCHEDULE  OF  EVENTS 


TIME/LOCATION 

Friday,  April  30, 1999  (cont.) 

EVENT 

12:30  p.m.-2:30  p.m. 
Beauregard  Room 

SCMA  Seminar:  “New  Drug  Update” 

C.  Wayne  Weart,  PharmD,  MUSC,  Charleston,  SC 

12:30  p.m.-2:30  p.m. 
Drayton  Room 

SC  Psychiatric  Association  Scientific  Session 

12:30-1:25 

“Current  Concepts  in  the  Treatment  of  Addictions” 
Kathleen  T.  Brady,  MD,  MUSC,  Charleston,  SC 

1:25-1:30 

Question  and  Answer  Session 

1:30-2:25 

“Side  Effects  of  Psychotropic  Medications, 
Recognition  and  Management” 

Lawrence  A.  Labbate,  MD,  Charleston,  SC 

2:25-2:30 

Question  and  Answer  Session 

12:45  p.m.-5:00  p.m. 
Magnolia  Ballroom 

SC  Cardiopulmonary  Rehabilitation 
Association  Symposium 

12:45-1:00 

Opening  Remarks  and  Award  Presentation 
M.  Donald  Alexander,  MD,  President, 

SC  Cardiopulmonary  Rehabilitation  Association 

1:00-2:00 

“Building  a Continuum  of  Care  for  the  21st  Century” 
Linda  K.  Hall,  PhD,  Baptist  Memorial 
Healthcare  System,  Memphis,  TN 

2:00-2:45 

“Non-Operative  Management  of  Intermittent 
Claudication” 

William  M.  Moore,  Jr.,  MD,  West  Columbia,  SC 

2:45-3:00 

Break 

3:00-3:45 

“Reimbursement  and  Managed  Care” 
Diane  L.  Vogel,  RN,  BryanLGH,  Medical 
Center,  Lincoln,  NE 

3:45-5:00 

Round  Tables: 

(Attendees  will  be  able  to  attend  two  round  tables) 

“The  Art  of  Exercise  Prescription” 

J.  Larry  Durstine,  PhD,  USC,  Columbia,  SC 
Kimberly  Wood  Woeber,  PhD,  USC,  Aiken,  SC 
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TIME/LOCATION 

Friday,  April  30, 1999  (cont.) 

EVENT 

“How  You  Can  Help  Your  Patient  Stop  Smoking” 

Greg  White,  Lung  Association  of  SC,  Columbia,  SC 

“Pulmonary  Rehabilitation- A Few  More  Details...” 

Mark  Stout,  MS,  Lexington  Medical  Center,  West  Columbia,  SC 

“The  Importance  of  Body  as  Barometer  in  Stress  Management” 
Bren  J.  Schell,  NTS,  Columbia,  SC 

“Reimbursement  and  Medicare” 

Diane  L.  Vogel,  RN,  BryanLGH  Medical  Center,  Lincoln,  NE 

“Type  2 Diabetes  and  Heart  Disease  - The  Role  of  Weight 
Management  and  Exercise” 

Patricia  L.  Pelletier,  RNCS,  ANP,  CDE  Charleston,  SC 

12:45  p.m.-2:15  p.m. 
Willow  Ballroom 

MUSC  Alumni  Luncheon 

1:00  p.m.-3:30  p.m. 
Suite  2J 

SC  Chapter  of  the  American  Academy  of  Pediatrics  Perinatal 
Section  Scientific  Session  and  Business  Meeting 

1:00-2:30 

“The  NICU — Lessons  from  the  Past — Visions  of  the  Future — 
How  to  Prepare  for  Change” 

Donald  S.  Basler,  FACHE,  Health  Care  Concepts,  Inc., 
Greenville,  SC 

2:30-3:30 

Business  Meeting 

1:00  p.m.-4:30  p.m. 
Hibernian  Hall 

Alliance  House  of  Delegates 

1:30  p.m.-3:00  p.m. 
Hampton,  Fenwick  and 
Gadsden  Rooms,  Suite  2E 

SCMA  Reference  Committee  Meetings 
(Specific  room  assignments  will 
appear  in  Delegates  Handbook) 

2:00  p.m.-4:00  p.m. 
Suite  2K 

SC  Society  of  Anesthesiologists  Office/ 
Business  Managers  Development  Meeting 

2:00  p.m.-4:00  p.m. 
Colleton  Room 

MERCER  (Financial  Planning) 

“21st  Century  Financial  Strategies  for  Physicians” 
Howard  M.  Rochestie,  JD,  LLM,  Director  of 
Mercer  Global  Advisors,  Santa  Barbara,  CA 
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SCHEDULE  OF  EVENTS 


TIME/LOCATION 

Friday,  April  30, 1999  (cont.) 

EVENT 

2:15  p.m.-3:15  p.m. 
Booths  9 & 65 

Coffee  Break 

2:30  p.m.-5:30  p.m. 
Suite  2L 

SCMA  Workshop:  “The  Four  Most 

Statistically  Important  Health  Problems  in  South  Carolina” 

2:30  p.m. 

Introduction  - Spence  Taylor,  MD 

2:30  p.m.-3:10  p.m. 

“Maternal/Infant  Health:  A Problem?” 

2:30-2:45 

“Maternal/Infant  Health  - Gains  Made  on 
A Serious  Health  Problem  in  Our  State” 
Marie  Meglen,  CNM,  Columbia,  SC 

2:45-3:00 

“Maternal/Infant  Health  - A Persistent  Problem  in  Our  State” 
Thomas  C.  Hulsey,  MSPH,  ScD,  Charleston,  SC 

3:00-3:10 

Question  and  Answer  Session 

3:10  p.m.-3:50  p.m. 

“Stroke” 

3:10-3:25 

“Stroke  in  South  Carolina  - Prevalence  and  Location” 
Martin  Crane,  PhD,  Greenville,  SC 

3:25-3:40 

“Stroke:  Common  Problems  in  Treatment 
and  Early  Intervention” 

Dexter  Morris,  MD,  Chapel  Hill,  NC 

3:40-3:50 

Question  and  Answer  Session 

3:50  p.m.-4:10  p.m. 

Break 

4:10  p.m.-4:50  p.m. 

“Smoking  Related  Cancers  in  Males” 

4:10-4:25 

“Tobacco  Use  in  Our  State  - What  is  the  Problem?” 
Daniel  W.  Nixon,  MD,  Charleston,  SC 

4:25-4:40 

“What  Should  We  Be  Asking  Our  Patients  and 
What  Should  We  Examine?” 

Charles  E.  Smith,  Jr.,  MD,  Greenville,  SC 

4:40-4:50 

Question  and  Answer  Session 
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TIME/LOCATION 

Friday,  April  30, 1999  (cont.) 
EVENT 

4:50  p.m.-5:30  p.m. 

“Sexually  Transmitted  Disease/Cervical  Cancer' 

4:50-5:05 

“Is  This  a True  Problem  in  Our  State  and  Why?” 

James  J.  Gibson,  MD,  MPH,  USC  School  of  Medicine, 
Columbia.  SC 

5:05-5:20 

“WTiat  Do  We  Need  to  Do  About  This  Problem?” 
R.  Norman  Taylor,  MD,  Rock  Hill.  SC 

5:20-5:30 

Question  and  Answer  Session 

3:00  p.m.-5:00  p.m. 
Edmunds  Room 

SC  Oncology  Society  Scientific  Session 

3:00-4:50 

“Pain  Management” 

Gregory  A.  Formanek.  MD.  Greenville,  SC 

4:50-5:00 

Question  and  Answer  Session 

3:00  p.m.-5:00  p.m. 
Hampton,  Fenwick,  and 
Gadsden  Rooms 

SCMA  Reference  Committee  Meetings 
(Specific  room  assignments  will 
appear  in  Delegates  Handbook) 

4:00  p.m.-5:00  p.m. 
Drayton  Room 

USC  School  of  Medicine  Alumni 
Association  Meeting 

4:00  p.m.-6:00  p.m. 
Dogwood/Cypress/Live  Oak 
Ballrooms  and  Grand  Hall 

SCMA  Reception  Honoring  Delegates, 
Alternates,  Speakers  and  Exhibitors 
(All  Registrants  Welcome) 

(Partial  Support  Provided  by  NBSC  - 
National  Bank  of  South  Carolina) 

5:00  p.m.-7:00  p.m. 

2nd  Floor  Terrace 
(Backup:  Beauregard  Room) 

USC  School  of  Medicine  Alumni 
and  Faculty  Reception 

5:30  p.m.-7:30  p.m. 
Suite  2G 

SC  Chapter  of  the  American  Academy  of 
Pediatrics  Cocktail  Reception 

6:00  p.m. -7:00  p.m. 
Hibernian  Hall 

Alliance  Wine  and  Hors  D' oeuvres 
Reception 

6:30  p.m.-9:00  p.m. 

Old  Exchange  Building 

SC  Society  of  Anesthesiologists 
Reception  and  Dinner 
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SCHEDULE  OF  EVENTS 


Friday,  April  30, 1999  (cont.) 

TIME/LOCATION  EVENT 


7:00  p.m.-10:00  p.m. 

Coburg  Dairy  Conference  Center 

1943  MUSC  Class  Reunion 

7:30  p.m.-9:00  p.m. 
The  Confederate  Home 

SC  Dermatological  Association 
Reception 

7:00  a.m.-l:15  p.m. 
2nd  Floor  Grand  Hall 

Saturday,  May  1, 1999 

SCMA  Registration  Open 

7:30  a.m.-8:30  a.m. 
Fenwick  Room 

Editorial  Board  Breakfast  Meeting 

7:30  a.m.-8:30  a.m. 
Charleston  Grill 

SCMA  Board  of  Trustees  Breakfast 

7:30  a.m.-8:45  a.m. 
Suite  2L 

SC  Society  of  Anesthesiologists 
Breakfast  Meeting  (SCSA  Members  Only) 

7:30  a.m.-9:00  a.m. 
Ashley  Cooper  Room 

Residents  Breakfast  Meeting 

(supported  by  the  AMA  Resident  Physicians  Section) 

7:30  a.m.-9:30  a.m. 
Booths  9 & 65 

Continental  Breakfast 

7:30  a.m.-8:00  a.m. 
Gadsden  Room 

SC  Vascular  Surgery  Society 
Continental  Breakfast 

7:30  a.m.-8:15  a.m. 
Willow  Ballroom 

SC  Cardiopulmonary  Rehabilitation 
Association  Continental  Breakfast 

7:30  a.m. -9:00  a.m. 
Suite  2K 

SC  Chapter  of  the  American  Academy  of 
Pediatrics  Executive  Committee  Meeting 

7:30  a.m.-12:00  noon 
Dogwood/Cypress/Live  Oak 
Ballrooms  and  Grand  Hall 

Exhibits  Open 

7:45  a.m.-8:15  a.m. 
Magnolia  Ballroom 

SC  Dermatological  Association 
Continental  Breakfast 

8:00  a.m.-10:00  a.m. 
Suite  2G 

Business  Meeting  and  Continental 
Breakfast  of  the  SC  Society  of  Pathologists 
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Saturday,  May  1, 1999  (cont.) 


TIME/LOCATION 

EVENT 

8:00  a.m.- 11:00  a.m. 
Beauregard  Room 

SC  Association  of  Neurological  Surgeons 
Business  Meeting 

8:00  a.m.-ll:30  a.m. 
Hampton  Room 

SC  Vascular  Surgery  Society 
Scientific  Session  and  Business  Meeting 

8:00-10:00 

Academic  Presentations  of  Society  Members 

10:00-11:00 

“Vascular  Surgeons  of  the  ’90s  Dealing 
With  Endovascular  Surgery” 

Jock  R.  Wheeler,  MD,  Eastern  Virginia 
Medical  School,  Norfolk,  VA 

11:00-11:30 

Business  Meeting 

8:15  a.m.-ll:45  a.m. 
Magnolia  Ballroom 

SC  Dermatological  Association 
Scientific  Session 

8:15-9:00 

“Potpourri  of  Nail  Cases” 

Richard  K.  Scher,  MD,  Columbia,  University,  New  York,  NY 
(Supported  by  Janssen  Pharmaceutica) 

9:00-9:05 

Question  and  Answer  Session 

9:05-9:50 

“Practical  Psychodermatology” 

John  Koo,  MD,  University  of  California,  San  Francisco,  CA 
(Supported  by  Westwood-Squibb  Pharmaceuticals) 

9:50-9:55 

Question  and  Answer  Session 

9:55-10:05 

Coffee  Break 

10:05-10:50 

“Update  in  Psoriasis” 

John  Koo,  MD,  University  of  California,  San  Francisco,  CA 
(Supported  by  Westwood-Squibb  Pharmaceuticals) 

10:50-10:55 

Question  and  Answer  Session 

10:55-11:40 

“New  Treatment  Options  in  Severe  Psoriasis” 

Harry  I.  Katz,  MD,  Columbia  University,  New  York,  NY 
(Supported  by  Janssen  Pharmaceutica) 

11:40-11:45 

Question  and  Answer  Session 
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SCHEDULE  OF  EVENTS 

Saturday,  May  1, 1999  (cont.) 
TIME/LOCATION  EVENT 


8:15  a.m.-12:30  p.m. 
Willow  Ballroom 

SC  Cardiopulmonary  Rehabilitation 
Association  Symposium 

8:15-8:30 

Opening  Remarks 

8:30-9:45 

“New  Insights  into  Cholesterol  Lowering 
and  Risk  Factor  Reduction” 

Barry  A.  Franklin,  PhD,  William  Beaumont 
Hospital,  Birmingham,  MI 

9:45-10:45 

“Pulmonary  Rehabilitation:  Efficient, 

Effective,  and  Economical  Care” 

Jane  Z.  Reardon,  MSN,  CS,  FAACVPR,  Hartford,  CT 

10:45-11:00 

Coffee  Break 

11:00-12:15 

“The  Key  to  Excellence” 

Wayne  M.  Sotile,  PhD,  Sotile  Psychological 
Associates,  Winston-Salem,  NC 

12:15-12:30 

Question  and  Answer  Session 

8:30  a.m.-9:00  a.m. 
Colleton  Room 

SC  Chapter  of  the  American  Academy  of 
Pediatrics  Continental  Breakfast 

8:30  a.m.-9:30  a.m. 
Charleston  Grill 

SCMA  Financial  Services,  Inc.  Board  of  Directors  Meeting 
(Breakfast  will  be  available  at  8:15  a.m.) 

8:30  a.m.-10:30  a.m. 
Saks  Fifth  Avenue 

Private  Alliance  Shopping  and 
Trunk  Show 

8:30  a.m.-ll:30  a.m. 
Drayton  Room 

SCMA  Plenary  Session:  “Infectious 
Diseases” 

8:30-9:10 

“Antibiotic  Update  and  the  Problem  of 
Drug-Resistant  Bacteria” 

Charles  S.  Bryan,  MD,  USC  School  of  Medicine,  Columbia,  SC 

9:10-9:15 

Question  and  Answer  Session 

9:15-9:55 

“Emerging  Pathogens  I.  Bacteria  and  Rickettsia” 
J.  Robert  Cantey,  MD,  MUSC,  Charleston,  SC 

9:55-10:00 

Question  and  Answer  Session 
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10:00-10:40 

SCHEDULE  OF  EVENTS 

Saturday,  May  1, 1999  (cont.) 

EVENT 

“Emerging  Pathogens  II.  Viruses” 

Edwin  A.  Brown,  MD,  MUSC,  Charleston, SC 

10:40-10:45 

Question  and  Answer  Session 

10:45-11:25 

“Antiretrovial  Therapy:  What’s  New?” 
Bosko  Postic,  MD,  Columbia,  SC 

11:25-11:30 

Question  and  Answer  Session 

8:45  a.m.-12:30  p.m. 
Jenkins/King  Room 

SC  Society  of  Anesthesiologists  Scientific 
Session:  “Gizmos,  Gadgets,  and  Government 
in  Anesthesia  1999" 

8:45-9:00 

Introductions 

9:00-9:45 

“Computers  in  Anesthesia” 

Frank  Overdyk,  MD,  MUSC,  Charleston,  SC 

9:45-10:30 

“Fraud  and  Abuse  in  Medicine” 
Barbara  Bowman,  CPC,  Florence,  SC 

10:30-10:45 

Break 

10:45-11:30 

“How  to  Avoid  Fraud  and  Abuse  with  Anesthesia  Billing” 
Barbara  Bowman,  CPC,  Florence,  SC 

11:30-12:15 

“Bispectral  Analysis:  Monitoring  the 
Hypnotic  Effects  of  Anesthetics” 

Frederick  B.  Payne,  Jr.,  MD,  Fayetteville,  NC 
(Supported  by  Aspect  Medical) 

12:15-12:30 

Question  and  Answer  Session 

9:00  a.m.-ll:00  a.m. 
Suite  2E 

SC  Orthopaedic  Association  Business 
Meeting 

9:00  a.m.- 12:30  p.m. 
Suite  2J 

SC  Society  of  Physical  Medicine  and 
Rehabilitation  Scientific  Session  and  Business  Meeting 

9:00-9:50 

“Treatment  of  the  Painful  Facet  Syndrome” 
Gerald  D.  Schuster,  MD,  Charleston,  SC 

9:50-10:00 

Question  and  Answer  Session 
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TIME/LOCATION 

10:00-10:50 

SCHEDULE  OF  EVENTS 

Saturday,  May  1, 1999  (cont.) 

EVENT 

“Selective  Inhibition  of  Cyclooxygenase-2: 

Therapeutic  Implications” 

Perry  V.  Halushka,  MD,  MUSC,  Charleston,  SC 

10:50-11:00 

Question  and  Answer  Session 

11:00-12:30 

Business  Meeting 

9:00  a.m.- 12:00  noon 
Colleton  Room 

SC  Chapter  of  the  American  Academy  of 
Pediatrics  Scientific  Session 

9:00-9:45 

“Minimally  Invasive  Pediatric  Surgery  - 
What  the  Pediatrician  Should  (Must!)  Know” 
Edward  P.  Tagge,  MD,  MUSC,  Charleston,  SC 

9:45-9:55 

Question  and  Answer  Session 

9:55-10:40 

“The  ABCs  of  Pediatric  Endocrinology” 

Howard  J.  Heinze,  MD,  USC  School  of  Medicine,  Columbia,  SC 

10:40-10:50 

Question  and  Answer  Session 

10:50-11:05 

Break 

11:05-11:50 

“Functional  Bowel  Disease  in  Children” 

John  T.  Boyle,  MD,  Greenville  Hospital  System,  Greenville,  SC 

11:50-12:00 

Question  and  Answer  Session 

9:00  a.m.-12:00  noon 
Suite  2H 

SCMA  Occupational  Medicine  Committee 
Business  Meeting  and  Scientific  Session 

9:00-10:00 

Business  Meeting 

10:00-10:55 

“What  is  Occupational  Medicine” 
Andrew  E.  Floren,  MD,  Florence,  SC 

10:55-11:50 

“Efficient  Worker’s  Compensation  Care” 
Andrew  E.  Floren,  MD,  Florence,  SC 

9:30  a.m.-ll:00  a.m. 
Edmunds  Room 

SOCPAC  Board  Meeting 

10:00  a.m.-ll:30  a.m. 
Riley  Room 

SCIMER  Board  Meeting 
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Saturday,  May  1, 1999  (cont.) 

EVENT 

SC  Society  of  Pathologists  Scientific 
Session 

“Surgical  Pathology  of  Tumors  of  the  Lung” 

Russell  A.  Harley,  Jr.,  MD,  MUSC,  Charleston,  SC 

10:15  a.m.-ll:15  a.m. 

Coffee  Break 
Booths  9 & 65 

11:00  a.m.-12:30  p.m. 
Fenwick  Room 

SCMA  Practice  Management  Services,  Inc. 
Board  Meeting 

12:00  noon-1: 15  p.m. 
Magnolia  Ballroom 

SC  Dermatological  Association  Luncheon 
(SCDA  Members  Only) 

(Supported  by  Janssen  Pharmaceutica) 

6:30  p.m.  - 7:00  p.m. 
Willow  Ballroom 

Presidential  Inauguration  Ceremony 

7:00  p.m.-8:00  p.m. 
Magnolia/Live  Oak  Ballrooms 

SCMA  Presidents’  Gala  Reception 
(Supported  by  Carolina  Physicians 
Advisory  Service) 

7:00  a.m.-10:30  a.m. 
2nd  Floor  Grand  Hall 

Sunday,  May  2, 1999 

SCMA  Registration  Open 

7:30  a.m.-8:30  a.m. 
Charleston  Grill 

SCMA  Board  of  Trustees  Breakfast 

8:30  a.m.-12:30  p.m. 
Dogwood/Cypress  and 
Live  Oak  Ballrooms 

SCMA  House  of  Delegates 

12:30  p.m.-l:00  p.m. 
Colleton  Room 

SCMA  Board  of  Trustees 
Reorganization  Meeting 
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LEARNING  OBJECTIVES  FOR  SCIENTIFIC  SESSIONS 

Under  each  session  name  is  a listing  of  objectives  that  each  attendee  should  be  able  to  achieve 

at  the  end  of  the  specific  session. 


“Current  Screening  Process  for  Colon  Cancer” 

- Discuss  the  prevalence  of  colon  cancer  in  South 
Carolina. 

- Identify  average  risk  and  high  risk  population  for 
colorectal  cancer. 

- List  the  current  recommended  screening  guidelines 
for  colon  cancer. 

“Current  Screening  Process  for  Breast  Cancer” 

- Discuss  the  prevalence  of  breast  cancer  in  South 
Carolina. 

- List  the  current  recommended  screening  guidelines 
for  breast  cancer. 

“Preventing  Cancer” 

- List  the  three  best-studied  chemopreventive  agents 
and  their  potential  effects  on  cancer. 

- Describe  three  simple  cancer  prevention  behaviors. 

- List  specific  interventions  for  cancers  especially 
important  to  South  Carolina. 

“Medical  Treatment  of  Congenital  Heart  Disease” 

- Discuss  the  prevalence  of  congenital  heart  disease  in 
South  Carolina. 

- List  the  diagnostic  criteria  for  congenital  heart 
disease. 

- Outline  the  therapeutic  options  for  congenital  heart 
disease. 

“Overview  of  Noninvasive  Diagnosis  of  Peripheral 

Vascular  Disease” 

- List  the  most  common  symptoms  of  peripheral 
vascular  disease  that  would  lead  to  early  diagnosis. 

“Alternative  Medicine” 

- List  the  four  major  types  of  alternative  medicine. 

- Describe  at  least  three  specific  alternative  medicine 
treatments  that  have  been  shown  to  be  useful  in  a 
modem  scientific  fashion. 

- List  at  least  three  alternative  medicine  treatments  that 
should  be  avoided  and  why. 

- Outline  guidelines  to  use  when  advising  patients  about 
herbal  therapies  and  other  methods  of  alternative 
medicine. 

“Treating  Hearing  Impaired  or  Disabled  Patients/ 

ADA  Compliance” 

- Discuss  the  community  resources  that  are  available 
to  assist  in  the  medical  care  of  hearing  impaired  or 
disabled  patients. 

“Diagnostic  Evaluation  and  Treatment  of 

Depression” 

- Recognize  some  of  the  characteristics  of  neuro 
images  of  depressed  patients’  brains. 

- Discuss  the  treatment  implications  of  these  findings. 


“Board  of  Medical  Examiners — Protecting  Your 

License  and  New  Regulations” 

- Identify  any  new  regulatory  modifications. 

- Discuss  the  responsibility  of  the  Board  of  Medical 
Examiners  in  regards  to  guaranteeing  better  patient 
care  in  South  Carolina. 

- Outline  the  new  continuing  medical  education 
requirements  for  licensure  in  South  Carolina. 

- Describe  the  complaint  process. 

- Recognize  areas  of  concern  and  be  better  prepared  to 
protect  his  license. 

“Current  Concepts  in  the  Treatment  of  Addictions” 

- Discuss  the  latest  recommendations  for  the  treatment 
of  substance  dependence  involving  alcohol  and  at  least 
two  other  drugs. 

- List  what  treatment  modalities  can  be  effective  in 
primary  care  settings,  and  which  require  referral  for 
specialty  care. 

“Side  Effects  of  Psychotropic  Medications,  Recog- 
nition and  Management” 

- Recognize  and  manage  at  least  three  prominent  side 
effects  likely  to  occur  with  commonly  used 
psychotropic  medication. 

“Building  a Continuum  of  Care  for  the  21st 

Century” 

- Discuss  ways  to  build  new  services  from  an  existing 
cardiac  rehabilitation  program  to  meet  the  larger 
health  care  needs  of  the  community. 

“Non-Operative  Management  of  Intermittent 

Claudication” 

- Discuss  the  anatomy,  physiology,  and  pathology  of 
PVD. 

- Outline  the  management  of  PVD  patients  with  non- 
operative alternative  treatments  focusing  on  risk 
factor  modification  and  progressive  exercise. 

“Reimbursement  and  Managed  Care” 

- Discuss  strategies  for  reimbursement  and  coping  with 
managed  care  issues  for  cardiopulmonary 
rehabilitation. 

“The  Art  of  Exercise  Prescription” 

- Outline  an  appropriate  exercise  prescription  for 
patients  (i.e.  cardiac,  diabetic,  pulmonary)  without  an 
entry  exercise  test. 

“How  You  Can  Help  Your  Patient  Stop  Smoking” 

- Describe  a physician’s  role  in  a successful  smoking 
cessation  program. 

- Discuss  key  components  to  a successful  smoking 
cessation  program. 

- Outline  how  to  help  patients  with  special  needs 
become  quitters. 
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LEARNING  OBJECTIVES 


“Pulmonary  Rehabilitation  - A Few  More  Details...” 

- Discuss  the  current  and  future  trends  in 
reimbursement  with  pulmonary  rehabilitation 
programs  in  South  Carolina  and  nationwide. 

- Discuss  the  importance  of  collecting  outcome  data 
and  list  the  current  outcome  tools  being  used  for 
pulmonary  rehabilitation. 

“The  Importance  of  Body  as  Barometer  in  Stress 

Management” 

- Discuss  the  importance  of  the  true  bodily  experience 
of  peace  and  awareness  in  stress  management  as  the 
foundation  of  improving  adherence. 

“Reimbursement  and  Medicare” 

- Discuss  strategies  for  reimbursement  and  coping  with 
Medicare  issues  for  cardiopulmonary  rehabilitation. 

“Type  2 Diabetes  and  Heart  Disease  - The  Role  of 

Weight  Management  and  Exercise” 

- Discuss  the  relationship  of  diabetes  and  associated 
metabolic  abnormalities  to  coronary  heart  disease  risk. 

- Describe  the  effect  of  weight  reduction  and  exercise 
on  glycemic  control. 

SCMA  Seminar:  “New  Drug  Update” 

- Describe  the  potential  reasons  for  the  significant 
increase  in  the  number  of  new  drug  approvals  (over 
100  new  drugs  in  the  last  two  years). 

- Compare  and  contrast  the  potential  advantages, 
disadvantages,  and  clinical  use  of  the  newer  agents 
to  existing  medications. 

- Describe  the  appropriate  use  of  selected  new 
agents  and  their  potential  impact  on  therapeutic 
outcomes  and  cost  effectiveness. 

- Discuss  the  potential  adverse  effects,  monitoring,  and 
drug  interactions  of  potential  significance  with  the 
newer  medications. 

“The  NICU — Lessons  from  the  Past — Visions  of  the 

Future — How  to  Prepare  for  Change” 

- Identify  environmental  concerns  in  the  NICU. 

- Apply  planning  issues  and  space  use  ratios  to  their 
home  NICU. 

- Discuss  potential  change  for  future  NICU’s. 

SCMA  Workshop:  “The  Four  Most  Statistically  Im- 
portant Health  Problems  in  South  Carolina” 

- List  the  four  most  statistically  important  health 
problems  in  South  Carolina. 

- Discuss  the  negative  and  positive  impact  of  the  four 
health  problems  upon  the  populace. 

- Outline  preventive  measures  to  use  to  lower  the  rate 
of  these  four  health  problems  in  South  Carolina. 

“Pain  Management” 

- Describe  the  most  recent  advances  in  pain 
management  in  relation  to  oncology  patients. 


“Vascular  Surgeons  of  the  ’90s  Dealing  with 

Endovascular  Surgery” 

- List  changes  needed  in  his/her  practice  to  become  an 
effective  vascular  surgeon  in  the  future. 

- Outline  ways  he/she  can  become  competent  in 
endovascular  surgery. 

“Computers  in  Anesthesia” 

- Discuss  the  current  state  of  computers  in  medicine 
and  specifically  in  the  practice  of  anesthesia. 

- Outline  how  computers  can  be  used  to  enhance  you 
anesthesia  practice. 

- Outline  access  to  and  use  of  internet  resources  for 
anesthesia. 

“Fraud  and  Abuse  in  Medicine” 

- Describe  the  current  state  of  affairs  in  the 
government’s  attempt  to  reduce  fraud  and  abuse  in 
Medicare. 

“How  to  Avoid  Fraud  and  Abuse  with  Anesthesia 

Billing” 

- Discuss  compliance  issues  as  they  relate  to 
anesthesia  billing. 

- Outline  how  to  set  up  a compliance  plan. 

“Bispectral  Analysis:  Monitoring  the  Hypnotic  Ef- 
fects of  Anesthetics” 

- Describe  the  origins  of  the  Bispectral  Index  Monitor. 

- Discuss  how  the  monitors  work  and  how  the  index 
numbers  relate  to  consciousness. 

- Outline  the  benefits  of  using  the  Bispectral  Index 
Monitor  on  different  types  of  anesthetics. 

- Explain  the  problems  and  pitfalls  of  using  the 
Bispectral  Index  Monitor. 

“Antibiotic  Update  and  the  Problem  of  Drug- 

Resistant  Bacteria” 

- Discuss  the  treatment  of  infections  due  to  penicillin- 
G resistant  pneumococci. 

- Discuss  the  prevention  and  treatment  of  infections 
due  to  vancomycin-resistant  enterococci. 

- Outline  the  current  approaches  to  limiting  further 
spread  of  antibiotic-resistant  microorganisms. 

“Emerging  Pathogens  I.  Bacteria  and  Rickettsia” 

- List  the  presenting  features  of  ehrlichiosis. 

- Describe  the  current  “problem  pathogens”  associated 
with  bacterial  diarrhea  including  E.  coli  0157. 

- Outline  the  current  spectrum  of  organisms  causing 
upper  and  lower  respiratory  tract  infections. 

“Emerging  Pathogens  H.  Viruses” 

- Outline  the  current  approaches  to  diagnosis  and 
treatment  of  hepatitis  C. 

- Discuss  recent  information  about  the  prevention  and 
management  of  diseases  caused  by  hepatitis  virus  A, 
B, and  C. 

- Describe  the  current  state  of  “emerging  viruses”  such 
as  dengue  fever  virus. 
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“Antiretrovial  Therapy:  What’s  New?” 

- Discuss  the  relative  roles  of  the  new  protease 
inhibitors. 

- Outline  the  current  combinations  available  for 
treatment  of  antiretroviral-naive  patients. 

- Describe  the  current  approach  to  treatment  of  patients 
who  have  developed  clinical  resistance  to  one  or  more 
of  the  antiretroviral  drugs. 

“New  Insights  into  Cholesterol  Lowering  and  Risk 

Factor  Reduction” 

- Identify  and  discuss  new  issues  in  risk  reduction  of 
coronary  artery  disease. 

“Pulmonary  Rehabilitation:  Efficient,  Effective,  and 

Economical  Care” 

- Discuss  current  methods  of  treatment,  program 
components,  and  outcomes  management  in 
pulmonary  rehabilitation. 

“The  Key  to  Excellence” 

- List  the  relationship  of  at  least  three  characteristics 
of  Type  A behavior  pattern. 

- List  at  least  two  stress  challenges  that  are  unique  to 
today’s  families. 

- List  at  least  three  specific  things  that  can  be  done  to 
keep  intimacy  alive  in  a busy  life. 

- Discuss  at  least  two  ways  that  men  and  women 
respond  differently  to  the  stresses  of  balancing  work 
and  family  roles. 

“What  is  Occupational  Medicine” 

- State  where  physicians  may  seek  consultations  for  or 
may  seek  referrals  for  patients  whose  occupational 
medicine  problems/needs  exceed  the  level  of 
expertise  of  the  physician. 

- List  the  components  of  the  full  practice  of 
Occupational  Medicine. 

- List  the  characteristics  unique  to  this  medical 
specialty. 

“Efficient  Worker’s  Compensation  Care” 

- List  the  needs  of  companies  regarding  worker’s 
compensation  injuries. 

- List  the  key  functions  of  quality  medical  care  and  cost- 
containment  in  Occupational  Medicine. 

“Treatment  of  the  Painful  Facet  Syndrome” 

- Discuss  the  significant  anatomical  relationship  about 
the  facet. 


- Recognize  the  advantage  of  partially  denervating  the 
painful  facet. 

“Selective  Inhibition  of  Cyclooxygenase-2:  Thera- 
peutic Implications” 

- Describe  the  metabolism  of  arachidonic  acid  and  the 
pharmacology  of  its  metabolites. 

- Discuss  the  roles  of  fatty  acid  cyclooxygenase  I and 
II  in  physiologic  and  pathophysiologic  processes. 

- Discuss  the  concept  behind  selective  inhibition  of 
cyclooxygenase  II  (COX  II)  for  therapeutic  purposes. 

“Minimally  Invasive  Pediatric  Surgery — What  the 

Pediatrician  Should  (Must!)  Know” 

- Describe  technique  of  minimally  invasive  surgery. 

- Compare  effect  (post-op  pain,  scar  appearance,  re- 
turn to  normal  activity)  of  open  versus  laparoscopic 
access  to  the  abdomen  and  chest  in  children. 

- Discuss  the  role  of  minimally  invasive  surgery  in 
everyday  pediatric  problems:  inguinal  hernia, 
undescended  testicle,  and  appendicitis. 

- Describe  the  role  of  minimally  invasive  surgery  in 
unusual  pediatric  problems:  Hirschsprung’s, 
pediatric  solid  tumors,  pectus  abnormalities. 

“The  ABCs  of  Pediatric  Endocrinology” 

- Discuss  a variety  of  common  endocrine  disorders  in 
childhood  and  adolescence. 

- Describe  how  to  reassure  families  and  treat  young 
people  with  a variety  of  common  endocrine  disorders. 

“Functional  Bowel  Disease  in  Children” 

- Recognize  presentations  of  functional  bowel  disease 
in  children. 

- Discuss  current  thought  regarding  pathophysiology 
of  functional  bowel  disease. 

- Outline  strategies  for  diagnosis  and  management  of 
functional  bowel  disease. 

“Surgical  Pathology  of  Tdmors  of  the  Lung” 

- Discuss  the  difference  between  typical  versus 
atypical  carcinoid  tumors  of  lung. 

- Discuss  the  gross,  radiologic,  histologic  and  cytologic, 
and  clinical  differences  among  bronchioloalveolar 
carcinomas  and  their  close  relatives. 

- Diagnose  eight  out  of  ten  rare  tumors  of  the  lung. 


The  SCMA  reserves  the  right  to  modify  speakers,  topics,  and  learning  objectives  as  needed.  The  SCMA  designates  this  continu- 
ing medical  education  activity  for  up  to  11.75  hours  of  Category  1 credit  towards  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association.  Each  physician  should  claim  only  those  hours  of  credit  he  or  she  actually  spent  in  the  educa- 
tional activity.  The  SCMA  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME)  to  sponsor 
continuing  medical  education  for  physicians.  This  program  has  been  reviewed  and  is  acceptable  for  11. 75  prescribed  hours  by 
the  American  Academy  of  Family  Physicians. 'The  SCMA  adheres  to  the  ACCME  standards  regarding  industry’  support  ofCME 
in  disclosure  of  faculty  and  commercial  support  relationships.  This  information  will  be  contained  in  the  final  program  and 
reported  at  each  session.  Tthe  1999  Scientific  Assembly  was  designed  for  the  membership  of  SCMA  which  is  composed  of  South 
Carolina  physicians  from  all  specialties. 
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• ABBEVILLE 

Lisa  Maria  Perino  MD 

• AIKEN 

Richard  S Chesser  MD 
Wayne  G.  Entrekin  MD 
Wayne  Thomas  Frei  MD 
William  Andrew  Jackson  MD 
James  D Quarles  Jr  MD 
Timothy  J Shannon  MD 
Alternate  Delegate 
Jonathan  C Collins  MD 

•ANDERSON 

Thomas  Pressley  Crocker  MD 
George  M McDaniel  MD 
Marshall  Leroy  Meadors  III  MD 
Harold  G Morse  MD 
Jerry  R Powell  MD 
Michael  Lee  Tillirson  DO 

• BEAUFORT 

Richard  Edwin  Akers  II  MD 
Paul  Mazzeo  MD 
Baxter  F McLendon  III  MD 
Ralph  Erskine  Moore  III  MD 
H Timberlake  Pearce  Jr  MD 
Gregory  A Slachta  MD 
Douglas  John  Thompson  MD 
Alternate  Delegates 
Robert  Edward  Bell  MD 
Michael  D Coffey  MD 
Scott  D Condie  MD 
Hector  F Esquivel  MD 
Thor  Robert  Rhodin  MD 
Leland  C Stoddard  Jr  MD 
Gary  Allen  Thompson  MD 
Claudia  Y Venable  MD 

• CHARLESTON 

Warren  Y Adkins  MD 
Lawrence  B Afrin  MD 
Charles  A Andrus  MD 
Thomas  Corbett  Appleby  MD 
Mary  E Baker  MD 
Paul  L Baron  MD 
James  Alan  Boylston  MD 
Carroll  S Brown  MD 
Elizabeth  Burges  MD 
Kimberly  A Collins  MD 
Joanne  M Conroy  MD 
John  P Davis  Jr  MD 
Jeffery  J Dorociak  MD 
Lydia  A Engelhardt  MD 
C Thomas  Fitts  MD 
Robert  W Fitts  MD 
John  E Franklin  MD 
Waddell  H Gilmore  III  MD 
Philip  Lane  Goolsby  MD 
John  M Graham  Jr  MD 
Richard  Henry  Gross  MD 
David  Michael  Habib  MD 
Barry  L Hainer  MD 
Russell  A Harley  MD 


1999  DELEGATES  AND  ALTERNATES 


Robert  Marshall  Hay  MD 
Gene  Reid  Howard  MD 
D Michael  Hull  MD 
Donald  R Johnson  II  MD 
Patrick  Joseph  Kelly  MD 
William  H Lee  III  MD 
Clarence  W Legerton  III  MD 
Irwin  G Linton  Jr  MD 
General  T Little  MD 
Kathleen  Ruth  Malaney  MD 
Stephen  A McLeod-Bryant  MD 
Daniel  E Mengedoht  MD 
Marjorie  M Mengedoht  MD 
Edward  Chisholm  Morrison  MD 
Baird  D Oldfield  MD 
Rex  Gayle  Quigley  MD 
William  M Rambo  Sr  MD 
Allan  A Rashford  MD 
Stephen  E Rawe  MD 
Samuel  H Rosen  MD 
Rudolph  Byrd  Rustin  III  MD 
Eugene  D Rutland  Jr  MD 
Graham  C Scott  MD 
Steven  Dennis  Shapiro  MD 
Ralph  M Shealy  MD 
Richard  M Silver  MD 
James  D Spearman  MD 
Robert  M Steinberg  MD 
William  H Stroud  Jr  MD 
Susan  Stoll  B Tate  MD 
Frederick  W Tecklenburg  MD 
Mike  0 Tyler  MD 
Henry  Cowardin  West  MD 
George  F Worsham  MD 
Ernest  L Zinkowski  MD 
Alternate  Delegates 
Angus  S Baker  Jr  MD 
James  G Baldwin  Jr  MD 
Lisa  Ann  Baron  MD 
Ettaleah  C Bluestein  MD 
Alton  G Brown  Jr  MD 
Chris  Yvette  Brunson  MD 
Robert  William  Cain  MD 
Peter  J Carek  MD 
Deanna  Ellington  Cheek  MD 
Sandra  E Conradi  MD 
Brian  G Cuddy  MD 
Paul  M Deaton  Jr  MD 
George  B Delporto  MD 
Kenneth  A Dodds  MD 
James  A1  Glenn  MD 
Leonie  Gordon  MD 
Rayna  Kneuper  Hall  MD 
Marta  Toruno  Hampton  MD 
Ronald  P Hargrave  MD 
Roy  A Howell  Jr  MD 
Thomas  Sanders  Hughes  MD 
George  Hasham  Khoury  MD 
Jeffrey  John  Kline  MD 
Howard  M Kurtzman  MD 
Pearon  G Lang  MD 
Christine  Patricia  Lloyd  MD 
William  H Marsh  MD 
Mary  Kathryn  Menard  MD 


K Scott  Miller  MD 
Lonzetta  Neal  MD 
David  George  O’ Day  MD 
Sunil  Jayavant  Patel  MD 
Sandra  Lynn  Powell  MD 
Thomas  G Quattlebaum  MD 
Laurence  H Raney  MD 
Adrian  Reuben  MD 
John  W Ringwood  MD 
Georgia  Carlisle  Roane  MD 
H Del  Schutte  Jr  MD 
Valerie  A Scott  MD 
Stephanie  E Smith-Phillips  MD 
Steven  James  Taylor  MD 
Karen  Ullian  MD 

• CHEROKEE 

Jay  Hammett  Sr  MD 

• CHESTER 
Samuel  R Stone  MD 
Alternate  Delegate 
Rhett  H Hasell  MD 

• COLLETON 

J Frank  Biggers  III  MD 
Andrew  F Calcutt  MD 
Alternate  Delegate 
Winslow  P Engel  MD 

• DILLON 

David  Alexander  Howell  MD 
Alternate  Delegate 
Susanne  G Black  MD 

• DORCHESTER 

Walter  D Leventhal  MD 

• EDGEFIELD 

W Hugh  Morgan  MD 
Alternate  Delegate 
Benjamin  Edward  Nicholson  MD 

• FAIRFIELD 

Charles  T McElmurray  MD 
Alternate  Delegate 
Harmon  F Patrick  MD 

• FLORENCE 

William  L Coleman  MD 
Dwight  Fripp  Ducker  MD 
Eugene  Daniel  Guyton  Jr  MD 
James  D Hammond  Jr  MD 
Daniel  W Hyler  MD 
Ashley  D Kent  MD 
James  N Mock  MD 
Berry  B Monroe  MD 
Temple  0 Robinson  MD 

• GEORGETOWN 

Gerald  Francis  Congdon  MD 
Walter  L Frank  MD 
Charles  David  Garner  MD 
Gerald  E Harmon  MD 


• GREENVILLE 

G Steven  Acres  MD 
Richard  A Banks  Jr  MD 
Jack  Wilbur  Bonner  III  MD 
Darwin  Russell  Boor  MD 
William  Rhett  Craig  III  MD 
Charles  R Duncan  Jr  MD 
John  P Evans  MD 
Raymond  V Grubbs  MD 
Lyn  H Hammond  MD 
William  B Jones  MD 
Rutledge  Lawson  MD 
Jeffrey  G Lawson  MD 
Woodrow  W Long  Jr  MD 
Patrick  Bowman  Mullen  MD 
Thomas  Markus  Roesch  MD 
John  R Sanders  MD 
John  Russell  Satterthwaite  MD 
William  F Schmidt  III  MD 
Palmira  S Snape  MD 
Bruce  Allen  Snyder  MD 
Eric  H Troutman  MD 
Joseph  Harold  Wentzky  Jr  MD 
Pat  Peeples  Westmoreland  MD 
Charles  Michael  Wolff  MD 

• GREENWOOD 

Richard  M Carter  MD 
Dennis  J Doud  MD 
John  Richard  Hobson  Jr  MD 
Timothy  Wayne  Hutchison  MD 

• HORRY 

Mark  Erik  Meijer  MD 
Michael  Gregory  Mikolajczyk  MD 
Darron  Joseph  Molter  MD 
Richard  Alan  Schmitt  MD 
Eric  Randall  Senn  MD 
Asbury  H Williams  MD 
Eston  E Williams  Jr  MD 
Alternate  Delegates 
Joseph  J Davey  MD  James 
Franklin  Graham  Jr  MD 
Jeffrey  Charles  Wilkins  MD 

• JASPER 

J M Bennett  Jr  MD 

• KERSHAW 

Alice  Joyce  Brooks  MD 
John  Robert  Burchfield  MD 
Donald  Joe  Copley  MD 
Yasseen  Kuzbary  MD 
Renee  B Thomas  MD 
Elma  Denise  Whidby  MD 

• LANCASTER 

James  David  Holt  MD 
Andrew  Joseph  Pate  MD 

• LAURENS 

Thomas  Onley  Klauber  MD 
Bruce  A Marshall  MD 

Alternate  Delegates 
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Holbrook  W Raynal  MD 
Brian  E Weirick  DO 

• LEXINGTON 

G Michael  Beaver  MD 
John  G Black  MD 
Scott  B Boyd  MD 
Frederick  W Clemenz  MD 
George  Tripp  Jones  MD 
Richard  McLean  Lawson 
William  M Rambo  Jr  MD 

• MARION 

Paul  Vincent  Demarco  MD 
James  S Gamer  IV  MD 
Alternate  Delegates 
Ramarathinam  Nagarajan  MD 
Vege  Rama  K Rao  MD 

• NEWBERRY 

Corey  Dale  Hunt  MD 
Alternate  Delegates 
Mark  Davis  MD 
Robert  E Livingston  III  MD 

• OCONEE 

Edward  H Booker  MD 
James  Robert  Pruitt  MD 
Stan  A Rampey  MD 
Alternate  Delegates 
Michael  W.  Paluzzi,  MD 
William  Wesley  Turton  Jr  MD 

• ORANGEBURG 

E Myron  Barwick  MD 
Gary  A Delaney  MD 
Rosen  Jamandre  Lawsin  MD 
Narayanachar  S Murali  MD 
Mohammad  S Nassri  MD 
Steven  G Patterson  MD 

• PICKENS 

Jake  K Holcombe  MD 
Robert  Curtis  Waters  MD 
Larry  R Winn  MD 
Alternate  Delegates 
Sandra  W Lamberson  MD 
Kent  B Sizemore  MD 

• RICHLAND 

Joseph  Albert  Jr  MD 
Gerald  Conrad  Bauknight  Jr  MD 
Curtis  Landry  Baysinger  MD 
Myron  Bell  MD 
James  F Bethea  MD 
Claire  L Birdsong  MD 
Eloise  A Bradham  MD 
Robert  H Bunch  MD 
William  Cain  Jr  MD 
Jim  C Chow  MD 
Vincent  J Degenhart  MD 
Alexander  G Donald  MD 
Lilly  S Filler  MD 
Jeffrey  Glenn  Gross  MD 
Thomas  E Hearon  III  MD 


Richard  M Helman  MD 
Ellis  McHenry  Knight  MD 
Charlotte  E Lindler  MD 
Robert  Malanuk  MD 
Richard  S McCain  MD 
William  D Meredith  MD 
Stephen  H Metropol  MD 
Satish  M Prabhu  MD 
Eva  Jane  Stewart  Rawl  MD 
James  C Reynolds  MD 
Mark  Hedrick  Salley  MD 
Donald  E Saunders  Jr  MD 
C Osborne  Shuler  MD 
Sidney  T Smith  MD 
Charles  N Still  MD 
C Alden  Sweatman  Jr  MD 
Nguyen  D Thieu  MD 
Daniel  Vallini  MD 
Robert  A Vande  Stouwe  MD 
Christopher  Allen  Yeakel  MD 

• SPARTANBURG 

Karen  A Devore  MD 
Sami  B Elhassani  MD 
H Gordon  France  Jr  MD 
Peter  John  Neidenbach  MD 
Ralph  A Tesseneer  III  MD 
Lawrence  Newton  Warren  Jr  MD 
James  P Weeks  MD 

• SUMTER 

Jay  Anderson  MD 
Linwood  G Bradford  MD 
Mark  Macgregor  Crabbe  MD 
Kent  N Cunningham  MD 
Jerome  M Davis  MD  S 
Perry  Davis  MD 
James  R Ingram  MD 
Gilbert  E Parker  Jr  MD 

• UNION 

Harold  W Sanford  Jr  MD 

• WILLIAMSBURG 

Howard  Henry  Poston  Jr  MD 
Alternate  Delegate 
Harry  W Floyd  MD 

•YORK 

Jonathan  Cloud  Hicklin  MD 
Gregory  Stokes  Parsons  MD 
Richard  Lester  Richter  MD 

SPECIALTY  SOCIETIES 
SC  Society  of 
Anesthesiologists 
Hector  Vila  Jr  MD 
Alternate  Delegate 
Mark  Pinosky  MD 
SC  Chap.  oftheAmer.  College 
of  Physicians- Amer.  Soc.  of 
Int.  Med. 

Dawn  Henry  Clancy  MD 

Alternate  Delegate 


Forrest  K Huntington  MD 
SC  Soc.,  of  Oto.,  Head,  & 
Neck  Surgery 

John  David  Osguthorpe  MD 
SC  Soc.  of  Plastic  & 
Reconstructive  Surgeons 
Gary  Randall  Culbertson  MD 
Alternate  Delegate 
Steve  White  MD 
SC  OB/GYN  SOC. 

Dahlmon  L Smoak  MD 
SC  Chap,  of  Amer.  Coll,  of 
Surgeons 

Thomas  C Litton  MD 
SC  Orthopaedic  Soc. 

James  J McCoy  Jr  MD 
Alternate  Delegate 
Joel  R Cox  Jr  MD 
SC  Acad,  of  Family  Physicians 
Albert  Mims  MD 
Alternate  Delegate 
George  H White  MD 
SC  Coll,  of  Emergency 
Physicians 
Gregory  C Risk  MD 
Alternate  Delegate 
Stephen  Aloysius  Grant  MD 
SC  Chap. /Amer.  Acad,  of 
Pediatrics 

C Morrison  Farish  MD 
Alternate  Delegate 
W John  Langley  MD  SC 
Oncology  Society 
Mark  Allen  O'Rourke  MD 
Alternate  Delegate 
James  D Welsh  MD  SC 
Radiological  Society 
Charles  F Greer  MD 
Alternate  Delegate 
Layne  Richard  Clemenz  MD 
SC  Dermatological  Assoc. 
Kenneth  R.  Warrick  MD 
SC  Soc.  of  Pathologists 
Hans  Habermeier  MD 
Alternate  Delegate 
William  V.  Farnsworth  MD 

Other  Delegates  and  Officers 

Young  Physicians  Section 

Andrew  J Pate  MD 

Resident  Physicians  Section 

Laura  Basile  MD 

MUSC,  Dean,  College  of  Med. 

Layton  McCurdy  MD 

USC,  Dean,  College  of  Med. 

Larry  Faulkner  MD 

MUSC,  Med.  Student  Section 

President 

Mr.  Justin  Favaro 

USC,  Med.  Student  Section 

President 

Mr.  James  McCallum 

Speaker  of  the  House 

Roger  A Gaddy  MD 


Vice  Speaker  of  the  House 

Robert  M.  Sade  MD 
Parliamentarian 
Robert  Milling  MD 
Immediate  Past  Presidents 

S.  Nelson  Weston  MD 
Carol  S.  Nichols  MD 
Rep.,  State  Board  of  Med. 
Examiners 

Hartwell  Z.  Hildebrand  MD 
AMA  Delegates 
Walter  J.  Roberts,  Jr.  MD 
Daniel  W.  Brake  MD 
J.  Chris  Hawk,  III  MD 
Roger  A.  Gaddy  MD 
AMA  Alternates 
Stephen  A.  Imbeau  MD 
Carol  S.  Nichols  MD 
John  W.  Simmons  MD 
S.  Nelson  Weston  MD 
Board  of  Trustees 
Stephen  A Imbeau  MD, 
President 

William  H Hester  MD, 
President-Elect 
Richard  E Ulmer  MD, 

Secretary 

J Capers  Hiott  MD,  Treasurer 
Patrick  J Kelly  MD,  First 
District 

Oswald  J Mikell  MD,  First 
District 

Gerald  A Wilson  MD,  Second 
District 

James  J Hill,  Jr.  MD,  Second 
District 

John  Funke,  III  MD,  Third 
District 

John  P Evans  MD,  Fourth 
District  and  Executive 
Committee  Member  at  Large 
Boyce  Tollison  MD,  Fourth 
District  and  Vice  Chairman  of 
the  Board 

R Duren  Johnson,  Jr.  MD,  Fifth 
District  and  Chairman  of  the 
Board 

Kenneth  L DeHart  MD,  Sixth 
District 

William  N Boulware  MD,  Sixth 
District 

Gerald  E Harmon  MD,  Seventh 
District 

Ben  C Pendarvis  MD,  Eighth 
District 

Timothy  S Llewelyn  MD, 

Ninth  District 

March  E Seabrook  MD.  Young 
Physicians  Section  and  Clerk 
Randolph  D Smoak,  Jr.  MD. 
AMA  Chairman  of  the  Board 
of  Trustees 
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REPORT  OF  THE  PRESIDENT 

I know  now  what  my  predecessors  meant  when  they 
spoke  of  the  year  going  by  far  too  fast.  This  year  has 
gone  by  rapidly  indeed. 

Unlike  last  year  with  our  very  public  150th  anniver- 
sary celebration  and  our  involvement  in  several  public 
issues,  this  year  has  been  one  of  steady  progress  behind 
the  scenes.  The  important  work  of  your  association  has 
continued  forward.  Each  division  of  our  organization 
continues  to  expand  and  succeed.  Members  of  the 
SCMA  staff  continue  to  influence  the  legislature,  to 
improve  our  practice  environment,  and  to  improve  the 
skills  of  our  medical  office  staff  and  organizations — 
the  SCMA  workshops  have  been  very  popular  with  our 
medical  office  staff. 

The  committees  stay  active  and  involved;  we  have 
encouraged  attendance  this  year  with  positive  results. 
Several  committees  have  new  chairmen  and  I thank  each 
of  them  for  their  hard  work.  Several  committees  are  in 
transition  as  our  environment  and  culture  change;  I thank 
these  committees  for  their  patience  and  perseverance.  I 
want  to  thank  our  staff  who  assists  these  committees 
and  I wish  to  thank  our  Vice  Presidents  for  their  hard 
work  and  dedication  in  their  specific  areas. 

The  Chairman  and  I have  put  together  several  task 
forces  and  ad  hoc  committees  that  continue  to  show 
promise.  The  report  of  the  JUA/PCF  Task  Force  is  now 
under  review.  The  report  contains  several  important  rec- 
ommendations that  strengthen  our  current  malpractice 
system  and  help  to  provide  us  with  the  best  legal  de- 
fense strategies  and  defense  attorneys  available. 

The  Board  of  Trustees  has  approved  our  long-range 
plan  and  our  task  forces  and  committees  are  studying 
several  of  the  plan’s  suggestions.  We  have  already  cre- 
ated the  new  position  of  Chief  Operating  Officer  and 
after  a careful  nationwide  search,  have  hired  Ron 
Fitzwater.  Ron  comes  to  us  from  a large  county/city 
medical  society  in  Ohio.  He  has  insurance  experience, 
charitable  foundation  experience,  and  medical  society 
management  experience.  He  is  busy  learning  about  our 
organization  and  assuming  his  new  responsibilities.  If 
you  have  not  already,  I hope  you  will  have  a chance  to 
meet  with  him  at  the  Annual  Meeting  and  welcome  him 
to  South  Carolina. 

Bill  Mahon  and  I have  met  with  many  of  the  county 
medical  societies  across  South  Carolina.  Our  message 
has  been  about  organized  medicine  membership  and  the 
AMA,  in  particular.  As  Bill  Mahon  is  fond  of  saying, 
“Six  years  after  the  demise  of  the  AMA,  the  specialties 
will  come  back  together  to  design  a new  AMA.”  The 
House  of  Medicine  needs  an  organized  voice  in  Wash- 
ington, D.C.  and  across  the  nation  and  I hope  you  will 
support  the  AMA  with  your  membership  dollars.  The 


AMA  has  proven  they  provide  benefits  for  your  dues 
dollar — beating  back  the  Medicare  dollar  service  fee 
per  claim  is  only  one  example  of  how  the  AMA  has 
worked  for  its  members.  For  most  of  us,  these  fees  would 
be  more  than  AMA  annual  dues. 

We  have  also  talked  about  managed  care  issues;  in 
particular,  the  salaries  of  the  managed  care  organiza- 
tion executives.  From  a variety  of  public  sources,  Bill 
Mahon  has  collected  impressive  data  showing  how  these 
executives  bring  new  meaning  to  the  phrase  “managed 
care”  with  premium  dollars  that  used  to  go  to  doctors 
and  hospitals. 

I want  to  thank  all  of  you  for  the  hospitality  that  has 
been  extended  to  me  during  my  term;  I appreciate  all 
the  new  friendships  I have  made  around  the  state. 

I have  been  proud  to  represent  you  in  Georgia,  North 
Carolina,  and  at  the  AMA.  What  you  have  heard  from 
others  is  absolutely  true — our  small  society  is  well  re- 
spected and  viewed  as  a leader  throughout  the  country. 
On  another  note,  I was  impressed  with  the  new  format 
of  our  presidential  inauguration  that  Dr.  Weston  bor- 
rowed from  North  Carolina;  it  brought  “a  touch  of  class” 
to  our  weekend  and  I hope  it  continues. 

By  now,  it  is  probably  clear  to  all  that  I have  fol- 
lowed a deliberate  line  with  my  President’s  Pages  in 
The  Journal.  Yes,  there  are  problems  in  the  current  prac- 
tice of  medicine  and  yes,  many  physicians  are  discour- 
aged, depressed,  or  just  plan  fed-up  with  the  new  bu- 
reaucracy and  second-guessing  of  clinical  decisions.  On 
the  other  hand,  the  practice  of  medicine  remains  a noble 
profession,  a caring  profession,  a scientific  profession, 
and  an  exciting  profession.  So,  continue  on.  Each  one 
of  you  can  help  lead  us  to  a better  future.  I am  counting 
on  you.  Once  again,  I thank  you  for  your  help. 

Finally,  I want  to  thank  the  staff  that  helped  me  so 
much  over  this  last  year.  We  have  great  folks  working 
with  us  at  the  SCMA  and  I thank  each  and  every  one  of 
them  for  what  they  have  done  for  me — and  for  you — 
this  year. 

I would  like  to  extend  a sincere  welcome  to  my  suc- 
cessor, Bill  Hester.  Thank  you  all  for  the  chance  to  serve. 
Stephen  A.  Imbeau,  MD 
President 

REPORT  OF  THE  TREASURER 

As  I complete  my  second  year  as  treasurer  of  the  South 
Carolina  Medical  Association  (SCMA),  I would  like  to 
present  a short  report  about  the  SCMA’s  financial  con- 
dition. A more  comprehensive  report  will  be  presented 
to  the  1999  House  of  Delegates  in  Charleston. 

For  the  year  ending  June  30,  1998,  the  SCMA  had 
net  revenue  over  expenses  of  $118,158  including  de- 
preciation expense  of  $71,441.  Adjusting  for  deprecia- 
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tion,  we  showed  a cash  increase  from  operations  of 
$189,599.  The  SCMAhad  a fund  balance  of  $2,648,378 
as  of  June  30,  1998. 

The  SCMA’s  current  financial  condition  for  the  seven 
months  ending  January  1998,  projects  a positive  finan- 
cial position.  At  the  end  of  January  1999,  the  SCMA 
had  revenue  over  expenses  of  $72,343. 

The  investment  policies  of  the  SCMA  and  its  affili- 
ates have  continued  in  a similar  manner  to  past  years, 
with  diversified  investments  in  federal  treasury  and 
agency  notes  and  money  market  funds. 

The  investment  policies  of  the  SCMA  and  its  affili- 
ates have  continued  in  a similar  manner  to  past  years, 
with  diversified  investments  in  federal  treasury  and 
agency  notes  and  money  market  funds. 

We  have  historically  operated  on  a sound  financial 
basis  and  should  continue  to  do  so. 

For  the  fiscal  year  ending  June  1999,  we  project  a 
surplus  of  revenue  over  expenses. 

I thank  the  membership  for  the  privilege  of  serving 
as  your  treasurer  for  the  past  two  years. 

J.  Capers  Hiott,  MD 
Treasurer 

THE  CHAIRMAN  OF  THE  BOARD 

The  South  Carolina  Medical  Association  (SCMA)  Board 
of  Trustees  is  a busy  and  vital  part  of  our  state  organi- 
zation. During  the  past  year,  the  full  board  met  six  times 
and  the  executive  committee  met  five  times.  During  a 
typical  board  meeting,  our  trustees  consider  reports  from 
the  President,  President-elect,  Secretary,  Treasurer, 
Chairman  of  the  Board,  Speaker  of  the  House  of  Del- 
egates, each  of  the  Medical  District  Trustees,  and  the 
Chief  Executive  Officer.  Reports  from  the  SCMA  staff 
include  Financial  Services,  Inc.,  Practice  Management 
Services,  Inc.,  Physicians  Care  Network,  SCMA  Foun- 
dation, SOCPAC,  and  others.  Your  Board  of  Trustees 
is  frequently  addressed  by  special  guests  such  as  repre- 
sentatives of  the  JUA,  PCF,  Medicare,  DHEC  and  oth- 
ers. Your  trustees  carefully  weigh  all  matters  brought 
before  them  and  every  effort  is  made  to  insure  that  the 
leadership  of  the  SCMA  speaks  for  South  Carolina  phy- 
sicians and  their  interests. 

As  Chairman  of  the  Board,  I have  established  four 
task  forces/committees  in  the  past  year.  The  Member- 
ship Task  Force  is  concerned  with  statewide  issues  of 
membership  and  representation  through  the  component 
medical  societies  and  county  medical  societies  of  the 
organization.  This  task  force  was  appointed  in  response 
to  resolution  H-3  of  the  1997  SCMA  House  of  Delegates 
as  amended.  This  task  force  will  work  toward  imple- 
mentation of  an  SCMA  membership  structure  that  will 
ensure  adequate  and  fair  representation  in  the  21st  cen- 
tury. 


The  Managed  Care  Task  Force  was  appointed  in  re- 
sponse to  1997  resolution  F-8,  F-10,  F-ll,  and  F-12 
and  1998  resolution  F-9  and  F-12.  As  a result,  the  task 
force  has  multiple  responsibilities  for  dealing  with  man- 
aged care  issues  on  a statewide  basis.  Some  of  the  is- 
sues now  being  discussed  by  that  group  include  devel- 
opment of  a revised  and  updated  guide  to  managed  care 
contracts  and  a summary  of  same,  credentialing  issues, 
and  a standardized  referral  form.  This  committee  is 
only  just  getting  started  with  its  work  and  would  wel- 
come the  input  of  the  membership.  The  committee  also 
desires  to  add  additional  members.  Please  let  me  know 
if  you  would  like  to  serve. 

The  Ad  Hoc  Medical-Legal  Committee  was  ap- 
pointed to  deal  with  issues  relating  to  interprofessional 
guidelines  for  attorneys  and  physicians.  There  is  a set 
of  guidelines  developed  by  the  legal  community  that 
have  raised  multiple  objections  from  physicians.  This 
committee  has  been  charged  with  finding  common 
ground  and  attempting  to  resolve  these  difficulties. 

The  JUA/PCF  Task  Force  began  its  work  shortly 
after  the  1 998  Annual  Meeting  and  completed  its  report 
in  early  January  1999.  The  task  force  recommenda- 
tions have  been  sent  to  the  JUA  and  PCF  boards  and 
management  for  their  consideration.  South  Carolina 
physicians  continue  to  enjoy  the  best  malpractice  in- 
surance rates  in  the  nation  with  an  excellent  record  of 
malpractice  defense  victories.  It  is  the  desire  of  myself 
and  Board  of  Trustees  that  the  malpractice  climate  re- 
main financially  healthy. 

The  leadership  of  the  Columbia  Medical  Society  has 
pointed  the  way  toward  dealing  with  issues  concerning 
prompt  payment  of  insurance  claims  and  with  coding 
problems.  A brainstorming  session  comprised  of  the 
SCMA  leadership  and  the  Columbia  Medical  Society 
leadership  has  resulted  in  a strategy  for  examining  these 
issues  in  detail  with  the  ultimate  goals  of  improving 
claims  payment  turnaround  time  and  eliminating 
downcoding.  The  SCMA  has  previewed  a software 
program  which  allows  medical  practices  to  audit  their 
insurance  claims  experience  and  may  be  able  to  furnish 
this  program  on  a trial  basis  to  selected  members  in  the 
near  future  for  further  evaluation. 

The  SCMA  will  be  contracting  with  the  Elliott, 
Davis,  LLP  & Co.  accounting  firm  to  conduct  a statisti- 
cally valid  audit  of  a representative  cross-section  of 
medical  practices  across  the  state.  The  claims  payment 
and  coding  information  obtained  will  allow  your  lead- 
ership to  address  these  issues  with  payors.  Either  an 
existing  SCMA  committee  (such  as  the  Managed  Care 
Committee)  or  a new  committee  will  be  appointed  to 
develop  ongoing  policy  and  to  investigate  members’ 
claims  payment  problems.  An  SCMA  staff  person  will 
be  assigned  or  hired  to  function  as  a physician  advo- 
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cate  or  ombudsman  for  the  purpose  of  handling  these 
problems  on  a day  to  day  basis.  This  person  will  de- 
velop an  ongoing  dialog  with  the  Insurance  Commis- 
sion and  the  various  insurance  companies  and  third  party 
administrators  (TPAs)  around  the  state  in  order  to  fa- 
cilitate a resolution  to  disputed  and  delayed  claims.  This 
strategy  should  result  in  improvements  in  claims  pay- 
ment for  SCMA  members.  It  is  anticipated  that  within 
the  next  year,  our  experience  with  these  efforts  will  de- 
termine whether  or  not  further  action  such  as  legisla- 
tive initiative  will  be  necessary  to  accomplish  the  mem- 
bership demand  for  timely  payment  of  clean  claims  and 
resolutions  of  coding  problems,  particularly 
downcoding.  Physicians  desiring  to  serve  on  this  com- 
mittee should  contact  me. 

Your  Board  of  Trustees  carefully  followed  the  leg- 
islative agenda  for  the  past  year  and  once  again,  I am 
pleased  to  report  that  the  SCMA  enjoys  excellent  rela- 
tionships in  the  General  Assembly.  Your  SCMA  lobby- 
ists and  leadership  provide  timely  and  valuable  input 
into  the  legislative  process.  The  Interspecialty  Coun- 
cil, which  is  composed  of  representatives  from  each  of 
the  medical  specialty  societies  in  the  state,  meets  fre- 
quently during  the  legislative  season  and  examines  care- 
fully all  of  the  legislative  issues  and  bills  that  concern 
the  medical  profession.  This  process  insures  broad 
based  input  and  carefully  thought  out  positions  on  all 
legislative  issues  of  interest  to  the  membership.  As 
chairman,  I have  been  fortunate  to  attend  most  of  those 
meetings  and  can  testify  to  the  hard  work  that  goes  on. 

Other  issues  dealt  with  by  your  board  in  the  past 
year  include  E & M guidelines,  potential  anti-trust  vio- 
lations by  some  healthcare  organizations  in  the  state, 
medical  board  licensure  issues  including  out-of-state 
HMO  medical  directors,  JCAHO  sentinel  events  issues, 
and  CPT  code  issues. 

Your  SCMA  Board  of  Trustees  continues  to  strongly 
support  medical  student,  resident  physician,  and  young 
physician  membership  and  participation  in  the  SCMA. 
I personally  ask  that  all  SCMA  members  strongly  en- 
courage non-member  physicians  to  join  our  organiza- 
tion. There  is  strength  in  numbers. 

I participated  in  a two  hour  ETV  managed-care 
broadcast  on  June  30,  1998.  Two  editorials  were  writ- 
ten by  me  and  published  in  the  SCMA  Journal  in  1998, 
and  I was  interviewed  for  a series  of  articles,  which 
appeared  in  the  South  Carolina  Healthcare  Buyers’ 
Magazine  and  several  sister  publications. 

I see  a busy  agenda  ahead  for  the  SCMA.  Many  of 
the  national  healthcare  issues  effect  South  Carolina 
physicians  as  well.  These  include  managed  care  re- 
form and  oversight,  anti-trust  relief,  fraud  and  abuse 
issues,  Medicare  reform,  patient  confidentiality  issues, 
regularity  relief,  in  particular,  a reasonable  revision  of 


the  E&M  guidelines.  The  criminalization  of  physicians 
for  simple  coding  errors  must  be  stopped.  The  “all  prod- 
ucts” clause  of  managed  care  organizations  must  be 
opposed  and  all  such  organizations  must  promise  to  pay 
legitimate  healthcare  claims  promptly. 

It  has  been  a pleasure  and  a challenge  to  serve  as 
your  Chairman  of  the  Board  for  the  past  year.  It  is  my 
intention  to  seek  the  chairmanship  for  a second  year 
and  I ask  the  support  of  my  fellow  trustees  and  House 
of  Delegate  members  in  that  endeavor. 

R.  Duren  Johnson,  Jr.,  MD 
Chairman  of  the  Board 

TRUSTEE,  FIRST  MEDICAL  DISTRICT 

It  has  been  a pleasure  serving  as  trustee  for  the  rural 
First  Medical  District.  We  have  seen  changes  in  the 
district,  which  seem  to  have  been  common  across  the 
state.  Consolidation  of  medical  practices,  the  business 
of  medicine,  competition  among  medical  businesses  and 
defections  from  those  businesses  has  been  the  center  of 
attention. 

It  seemed  that  Hilton  Head  Hospital  and  Beaufort 
Memorial  Hospital  would  finally  be  able  to  cooperate 
in  a joint  project  at  the  Bluffton-Okatie  Outpatient  Cen- 
ter. However,  the  negotiations  have  been  lengthy  and 
are  still  in  progress. 

Lowcountry  General  Hospital  remains  in  Ridgeland, 
as  the  proposed  move  to  Highway  278,  near  Hardeeville, 
has  been  put  on  hold.  A new  outpatient/urgent  care  cen- 
ter is  in  the  works  in  Ridgeland. 

The  Harrison  Peeples  Clinic  in  Hampton  has  left  the 
hospital  facility  for  a building  of  its  own  across  the  high- 
way. The  renovation  of  the  operating  room  at  Hamp- 
ton General  Hospital  is  complete  and  in  use. 

Roper  and  Columbia  Colleton  Hospitals  have  com- 
pleted their  joint  Ambulatory  Surgery  Center  project. 
In  all  areas  of  the  district,  the  number  of  physicians  con- 
tinues to  increase  at  an  unprecedented  pace. 

None  of  the  medical  societies  in  the  district  have 
been  particularly  active.  My  goal  continues  to  be  to 
increase  physician  and  spouse  involvement  at  the  county 
society  level.  I hope  that  you  will  all  assist  me  in  that 
goal.  Thank  you  for  allowing  me  to  serve. 

Oswald  L.  Mikell,  MD 
Trustee,  First  Medical  District 

TRUSTEE,  FIRST  MEDICAL  DISTRICT 
(METROPOLITAN) 

This  has  been  an  exciting  year  for  both  patients  and 
providers  in  the  Charleston  community.  New  alliances 
and  facilities  have  emerged,  offering  improved  access 
to  care  along  with  a cost-contained  approach  to  the  de- 
livery of  medical  services.  A year  for  “firsts”  occurred, 
reflecting  the  need  for  the  House  of  Medicine  to  be  all 
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inclusive,  united  in  one  voice,  with  attention  to  prepar- 
ing future  leaders  in  organized  medicine.  These  have 
been  accomplished  with  the  underlying  theme  of  “do 
what  is  best  for  the  patient.” 

In  July  1998,  CareAlliance  Health  Services  was 
formed,  merging  the  community’s  two  largest  not-for- 
profit  corporations,  Roper  CareAlliance  and  Bon 
Secours-St.  Francis  Hospital,  with  Carolinas  Healthcare 
System  of  Charlotte.  With  its  combined  workforce  of 
greater  than  4,000,  the  alliance  represents  a significant 
entity  in  the  delivery  of  healthcare  in  the  Lowcountry. 
MUSC  also  enjoyed  success  this  year  with  the  opening 
of  the  new  Rutledge  Tower  facility.  This  facility  pro- 
vides expanded  quarters  for  the  ambulatory  clinics  of 
MUSC,  and  anticipates  265,000  patient  visits  and  6,000 
surgeries  performed  there  in  the  first  year.  In  January 
1999,  the  Trident  Health  System  announced  plans  for  a 
28  million-dollar  building  and  expansion  project  for 
their  North  Charleston  facility.  Collectively,  an  impres- 
sive year  for  everyone. 

The  year  provided  for  a notable  list  of  “firsts:”  Dr. 
Allan  Rashford,  became  the  first  African  American 
President  of  the  Charleston  County  Medical  Society 
(CCMS);  Dr.  Joanne  Conroy,  became  the  first  female 
to  chair  a clinical  department  at  MUSC,  the  Depart- 
ment of  Anesthesiology;  the  first  public  forum  was 
held  to  discuss  “Patients’  Rights  Within  Managed  Care 
Organizations;”  and  the  first  SCMA/  CCMS  cospon- 
sored party  was  held  for  the  entire  MUSC  freshmen 
medical  student  class. 

The  Charleston  County  Medical  Society  provided 
an  interesting  array  of  programs  to  its  members,  includ- 
ing the  facilitation  of  a lively  discussion  between  the 
coroner’s  office  and  the  medical  examiner,  an  excellent 
address  by  the  “creator”  of  aerobic  exercise,  and  an- 
other successful  legislative  reception.  We  continued 
our  service  to  the  community,  via  the  popular  free  sports 
physicals  for  area  high  school  students,  through  par- 
ticipation in  free  medical  clinics  at  Crisis  Ministries, 
and  participation  in  Dr.Bart  Barone’s  COMMUN-I- 
CARE  program.  We  have  a wonderful  Charleston 
County  Medical  Society  Auxiliary  (celebrating  its  75th 
anniversary  this  year!),  that  has  raised  and  distributed 
over  $20,000  to  the  healthcare  needs  of  the  community. 
We  are  fortunate  to  have  a superb  Executive  Director 
of  the  CCMS,  Ms.  Kaye  Wallen.  She  truly  facilitates 
the  successes  of  our  county  organizations. 

Other  noteworthy  items  for  this  district  include:  the 
announcement  of  the  retirement  of  Dr.  Jim  Edwards  as 
President  of  MUSC  at  years’  end;  the  election  of  Dr. 
Tom  Fitts  as  the  next  President  of  CCMS;  and  affilia- 
tion remain  in  abeyance  for  MUSC.  I am  pleased  to 
say  that  I sense  improvement  in  “Town/Gown”  rela- 
tions, as  those  differences  have  clearly  been  absent  in 


the  past  years’  activities  of  the  CCMS.  There  is  little 
doubt  that  our  patients  and  community  will  reap  the 
benefits  of  this  cooperation. 

Clearly,  the  emphasis  of  this  past  year  has  been  to 
open  our  arms,  include  everyone,  and  provide  leader- 
ship opportunities  for  everyone.  Simultaneously,  the 
“Old  Guard”  has  recognized  the  need  to  have  young 
physicians  at  the  table  to  help  direct  our  futures.  The 
blend  of  specialties  and  age  groups  within  the  SCMA 
Board  of  Trustees  highlights  this  point.  I appreciate  the 
opportunity  to  have  served  in  this  role  as  Trustee,  and  I 
look  forward  to  continued  service  to  this  organization 
and  our  community. 

Patrick  J.  Kelly,  MD 
Trustee,  First  Medical  District 
(Metropolitan) 

TRUSTEE,  SECOND  MEDICAL  DISTRICT 
(METROPOLITAN) 

I have  been  fortunate  to  represent  the  Second  District 
(Metropolitan)  to  the  SCMA.  In  so  doing,  it  is  with 
pride  that  I report  on  the  activities  of  the  Columbia 
Medical  Society  over  the  past  year. 

We  have  the  capable  leadership  of  Dr.  Vince 
Degenhart  during  the  course  of  1998  and  Dr.  Robert 
Malanuk  follows  him  in  1999.  Dr.  Degenhart  was  in- 
strumental in  evaluating  the  prompt  payment  situation 
and  third  party  payors.  This  has  resulted  in  the  SCMA 
establishing  a task  force  to  appraise  methods  of  dealing 
with  this  issue  and  has  resulted  in  the  establishment  of 
an  ombudsman  on  the  SCMA  staff  to  whom  physicians 
can  refer. 

The  mini-internship  program  was  presented  in  May 
and  November  with  participation  by  many  of  the  com- 
munity leaders  working  with  a number  of  the  Colum- 
bia Medical  Society  members  over  a two-day  period. 
The  summary  evaluation  by  the  participants  was  very 
positive  in  that  it  allows  our  medical  community  to  in- 
terface and  communicate  with  our  business,  religious, 
and  professional  leaders. 

In  conjunction  with  the  Medical  Society  Auxiliary, 
six  scholarships  have  been  awarded  to  students  at  the 
University  of  South  Carolina  School  of  Medicine.  The 
society  has  served  as  judge  for  the  Basic  Medical  Sci- 
ence category  of  the  Annual  Central  South  Carolina 
Region  II  Science  and  Engineering  Fair  at  the  Univer- 
sity of  South  Carolina.  We  have  awarded  prizes  in  two 
categories. 

The  Executive  Committee  continued  the  annual  lun- 
cheon, which  the  State  paper  hosted  this  past  year. 
Maintaining  a give  and  take  relationship  with  the  me- 
dia allows  us  to  emphasize  the  handling  importance  of 
medical  news. 

The  Young  Physicians’  Section  sponsored  a recep- 
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tion  /part}'  for  new  physicians  in  the  area  to  meet  and  to 
learn  about  organized  medicine.  The  society  also  hosted 
a Legislative  Reception  for  the  Richland  County  Leg- 
islative Delegation  in  November  of  this  past  year. 

Finally,  the  society  sponsored  seven  scientific  meet- 
ings for  CME  credit  over  the  past  year  as  well  as  three 
meetings  of  business  interest  with  topics  pertinent  to 
the  practice  of  medicine  now  and  in  the  future. 

The  Columbia  Medical  Society  continues  to  take  a 
positive  position  on  the  local/regional  level  represent- 
ing physicians  in  the  Midlands  area  of  South  Carolina. 
Gerald  A.  Wilson,  MD 
Trustee,  Second  Medical  District 
(Metropolitan) 

TRUSTEE,  THIRD  MEDICAL  DISTRICT 

The  Third  Medical  District  of  South  Carolina  is  com- 
posed of  five  counties  consisting  of  Abbeville,  Green- 
wood, Laurens,  McCormick  and  Newberry. 

Clearly,  our  health  care  providers  have  realized  then- 
strength  as  the  best  to  judge  and  provide  the  health  care 
needs  of  the  Third  Medical  District.  Outside  managed 
care  enterprises  have  failed  to  fractionate  our  health  care 
community.  The  formal  alliance  of  Laurens  Care  and 
Upper  Savannah  Health  Sendees  into  the  greater  Caro- 
linas  Health  Care  PHO  provided  further  evidence  of 
our  diligence,  in  providing  quality  care  to  those  within 
the  district.  This  confidence  in  our  future  is  also  seen 
as  Self  Memorial  Hospital  continues  to  maintain  health 
care  excellence  for  our  communities  by  expanding  ser- 
vices with  a planned  Cardiac  Surgery  Program  and  an 
Outpatient  Surgery  Center  joint  venture  with  area  phy- 
sicians. 

This  report  will  finish  by  honoring  the  memory7  of 
our  medical  colleagues  lost  this  year.  We  will  particu- 
larly miss  the  contributions  of  Brooks  Scurry7,  MD. 
John  Funke,  III,  MD 
Trustee,  Third  Medical  District 

TRUSTEE,  FOURTH  MEDICAL  DISTRICT 
(METROPOLITAN) 

Under  the  leadership  of  Bruce  A.  Synder,  MD,  and 
Jeffery  G.  Lawson,  MD.  the  Greenville  County  Medi- 
cal Society  is  making  every  attempt  to  meet  new  op- 
portunities and  challenges  within  our  medical  commu- 
nity. The  Community  Planning  Counsel  of  Greenville 
County  commissioned  a study  by  Healthcare  Concept. 
Inc.  and  Performance  Marketing  Research  for  an  ex- 
tensive Health  Assessment  Survey  of  Greenville  county. 
Our  society  is  actively  involved  in  both  the  Medical 
Transportation  and  Access  to  Medical  Care  Task  Forces. 
This  work  is  being  addressed  by  our  Health  Care  Ser- 
vices Committee  as  well.  There  are  a number  of  medi- 
cally underserved  individuals  whose  access  to  health 
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care  must  be  improved  by  simple  measures  such  as 
modifying  office  hours  and  more  difficult  measures  such 
as  challenging  our  county  government  to  improve  pub- 
lic transportation  for  health  access. 

Two  structural  changes  have  happened  in  the  up- 
state medical  community.  The  dismantling  of  Carolina 
Multi-Specialty  Associates,  PA,  has  forced  many  phy- 
sicians to  be  reorganized  into  individual  private  prac- 
tices without  a corporate  umbrella.  St.  Francis'  Health 
System  and  its  sister  hospitals  are  up  for  sale  and  the 
management  is  seeking  another  Catholic  organization 
to  assume  ownership  of  the  groups.  The  effects  of  these 
changes  will  be  felt  in  the  coming  months. 

Our  membership  has  enjoyed  growth  and  our  mem- 
bers continue  to  be  involved.  We  appreciate  the  state- 
wide leadership  of  James  B.  Page,  MD,  Chair  of  the 
South  Carolina  Political  Action  Committee  (SOCPAC) 
and  Charles  R.  Duncan.  Jr..  MD,  Chair  of  the  SCMA 
Medical  Ethics  Committee.  The  entire  membership  had 
the  opportunity  to  hear  Richard  F.  Corlin,  MD,  Speaker 
of  the  AMA  House  of  Delegates,  at  our  September  meet- 
ing. The  society  has  made  an  effort  to  reach  out  to  dif- 
ferent segments  of  our  membership  by  establishing  a 
Young  Physician  Section  and  an  Emeritus  Forum.  The 
society-  has  organized  specific  functions  for  these  groups 
to  encourage  their  continued  involvement  such  as  col- 
umns within  our  newsletter.  The  Bulletin.  This  year, 
two  of  our  emeritus  members.  George  Mackey  Grimball. 
MD.  and  Dwight  H.  Smith.  MD  received  the  Order  of 
the  Palmetto.  Lawson  W.  Stonebumer.  MD.  received 
the  1998  SCMA  Physician  Award  for  his  continued  lead- 
ership of  the  Greenville  Free  Medical  Clinic. 

The  society  had  a successful  mini-intemship  pro- 
gram in  September.  Due  to  interest  and  scheduling, 
there  will  be  tw  o mini-internship  programs  in  1999.  The 
Red  Ribbon  celebration  continues  to  grow  in  Greenville. 
In  October,  over  3,000  children  participated  in  the  sec- 
ond annual  Red  Ribbon  parade.  Our  society  has  been 
involved  in  this  parade  from  the  beginning  and  we  spon- 
sor school  awards  for  Red  Ribbon  contest  winners  as 
well. 

The  membership  has  elected  to  establish  an  annual 
Greenville  County  Medical  Society  Scholarship  in  the 
amount  of  S3.000.  This  scholarship  will  be  awarded 
through  the  SCMA  Foundation  to  a medical  student 
from  Greenville  County  attending  one  of  the  medical 
schools  in  South  Carolina.  Starting  this  year,  the  soci- 
ety will  send  our  president-elect  to  the  AMA  National 
Leadership  Conference  in  preparation  for  their  year  as 
president.  Our  fiscal  year  has  been  changed  to  a calen- 
dar year  as  well,  and  annual  terms  will  now  start  on  a 
calendar  basis.  Our  staff,  Robin  Scott-Blackbum  and 
Joan  Crick,  serve  our  members  efficiently  and  well. 

I want  to  express  my  appreciation  to  the  members 
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of  the  Greenville  County  Medical  Society  for  the  privi- 
lege of  serving  as  their  trustee.  The  growth  and  dedica- 
tion of  this  society  gives  me  a sense  of  pride  in  our 
medical  community  and,  specifically,  in  the  members 
of  the  society. 

John  P.  Evans,  MD 

Trustee,  Fourth  Medical  District 

(Metropolitan) 

TRUSTEE,  FIFTH  DISTRICT 

The  physicians’  healthcare  agenda  for  1998  and  1999 
has  been  dominated  by  managed  care  issues,  fraud  and 
abuse  issues,  and  E & M guidelines.  The  past  year  has 
seen  the  start  of  Medicare  Part  C,  now  known  as  Medi- 
care + Choice.  However,  that  program  has  experienced 
widespread  defections  as  federal  regulators  have  failed 
to  follow  through  with  adequate  payments  for  partici- 
pating physicians  and  organizations  while  at  the  same 
time  issuing  onerous  regulations.  Perhaps,  Congress 
and  the  federal  healthcare  establishment  are  out  of  step 
with  the  public  thought  process.  Sixty-six  percent  of 
the  public  thinks  that  Medicare  either  has  no  problems 
or  has  minor  problems.  Fifty  percent  of  Americans 
believe  that  enrolling  seniors  in  managed  care  plans 
would  make  it  harder  for  them  to  see  specialists  when 
they  are  sick,  and  twenty  six  percent  believe  that  man- 
aged care  would  decrease  their  healthcare  quality.  In 
spite  of  these  warning  signs,  private  sector  managed 
care  continues  to  grow  at  a brisk  rate  and  Aetna  made  a 
bid  to  become  the  largest  healthcare  insurer  in  the  United 
States  with  its  proposed  merger  with  Prudential 
Healthcare.  Interestingly,  shortly  thereafter,  Aetna  lost 
a $120  million  liability  suit  in  California,  and  Humana 
lost  a similar  $13.1  million  malpractice  suit  in  Kentucky. 
In  both  cases,  juries  decided  that  the  managed  care  com- 
panies systematically  denied  necessary  treatment  in  or- 
der to  save  money.  Perhaps  it  is  true  that  “the  bigger 
they  are  the  harder  they  fall.” 

To  no  one’s  surprise  and  after  years  of  brain  dead 
financial  management  (slashing  reimbursements, 
chronic  delays  in  payment,  and  arbitrary  claims  deni- 
als), the  HMO/managed  healthcare  system  has  squeezed 
out  all  of  the  financial  fat  out  of  the  system  (transfer- 
ring that  wealth  to  investor,  CEO,  and  management) 
and  is  now  experiencing  the  largest  premium  increases 
in  a decade. 

Physicians  continue  to  see  abundant  problems  with 
managed  care  including  loss  of  autonomy,  increased 
government  intervention  and  regulation,  declining  in- 
come, skyrocketing  paperwork  requirements,  growing 
malpractice  exposure,  and  continued  erosion  of  public 
trust  and  confidence  in  physicians.  A recent  survey  of 
patients  revealed  that  more  fee  for  service  indemnity 
patients  (94  percent)  completely  or  for  the  most  part, 
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trust  their  physicians  to  put  their  health  and  well-being 
above  keeping  down  the  health  plan’s  costs  as  com- 
pared to  physicians  on  salary  (77  percent),  capitated  (83 
percent)  or  fee  for  service  managed  care  patients  (85 
percent).  Again  our  patients  have  weighed  in  with  their 
clear  signal  that  PHYSICIANS  ARE  PATIENT  ADVO- 
CATES. Insurance  companies  and  managed  care  insti- 
tutions are  not  patient  advocates  as  evidenced  by  their 
conduct  and  by  the  fact  that  less  than  one-half  of  US 
plans  allow  National  Committee  for  Quality  Assurance 
(NCQA)  to  publicly  release  data  on  their  performance. 

A vacuum  is  developing  in  the  healthcare  system; 
patients  do  not  know  whom  to  trust  and  they  do  not 
know  where  to  obtain  quality  healthcare.  Many  patients 
are  turning  away  from  allopathic  medicine  and  turning 
toward  alternative  forms  of  medical  care.  The  dispens- 
ing of  quality  healthcare  in  an  atmosphere  of  trust, 
competence,  and  confidentiality  is  the  role  for  which 
physicians  were  trained.  Now  is  our  time  to  seize  the 
day! 

In  a different  vein,  the  past  year  in  the  fifth  medical 
district,  which  is  comprised  of  Chester,  Fairfield, 
Kershaw,  Lancaster,  and  York  counties,  has  been  a rela- 
tively quiet  one.  The  Chester  County  Hospital  has  un- 
dergone a significant  change  in  management  and  has 
appointed  a new  hospital  administrator.  The  hospital 
had  been  plagued  for  some  time  by  management  prob- 
lems and  financial  difficulties.  New  physicians  are 
moving  into  Chester  County.  Piedmont  Medical  Cen- 
ter in  Rock  Hill  has  also  appointed  a new  hospital  ad- 
ministrator. In  York  and  Lancaster  counties,  intense 
competition  from  the  Charlotte  healthcare  market  and 
its  booming  economy  continues  to  be  a major  force  in 
the  local  healthcare  industry. 

It  has  been  a pleasure  to  serve  as  the  Fifth  District 
Trustee  for  the  past  year.  I was  fortunate  enough  to  be 
elected  Chairman  of  the  Board  of  Trustees  of  the  SCMA 
and  have  found  that  a challenging  job.  I have  been  for- 
tunate enough  to  be  a fifth  district  trustee  since  1992. 
This  year  I will  be  running  for  my  fourth  and  last  term 
as  trustee.  I am  also  running  for  the  position  of  Alter- 
nate Delegate  to  the  AMA.  I ask  for  the  support  of  not 
only  the  membership  of  the  fifth  district  delegation  but 
also  the  SCMA  House  of  Delegates. 

Again,  it  has  been  a pleasure  to  serve  you  and  the 
SCMA  and  I thank  you  for  your  continued  support. 

R.  Duren  Johnson,  Jr.,  MD 
Trustee,  Fifth  Medical  District 

TRUSTEE,  SIXTH  DISTRICT 

A number  of  activities  have  occurred  throughout  the 
sixth  medical  district  that  are  directly  or  indirectly  re- 
lated to  health  care  reform. 

Within  the  hospital  community,  all  three  hospitals 
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in  Horry  County — Conway  Hospital.  Grand  Strand  Re- 
gional Medical  Center,  and  Loris  Hospital — are  in- 
volved in  the  development  of  outpatient  surgery  cen- 
ters in  both  the  northern  and  southern  coastal  areas.  Cer- 
tificate of  Need  discussions  are  in  process. 

In  an  innovative  effort.  Grand  Strand  Regional  Medi- 
cal Center  and  Conway  Hospital  have  elected  to  “joint 
venture”  a Community  South  Strand  Outpatient  Sur- 
gery and  Ambulatory  Center.  This  initiative  will  in- 
clude cooperative  efforts  by  both  medical  staffs. 

Paralleling  the  evolution  in  hospital  sendees,  a great 
deal  of  discussion  occurred  among  the  physicians 
throughout  the  sixth  medical  district.  In  Horry  County, 
the  medical  staffs  at  Conway  Hospital  and  Grand  Strand 
Regional  Medical  Center  are  developing  independent 
practice  associations  (IPAs)  to  address  the  needs  of  their 
service  areas. 

The  Horry  County  Medical  Society  continues  to  be 
active  and  experienced  growing  meeting  attendance  in 
1998.  The  society  elected  to  continue  to  fund  its  own 
professional  education  programs  in  order  to  promote 
more  diverse  clinical  and  practice  management  topics. 

The  sixth  medical  district  remains  largely  an  indem- 
nity payment  environment.  Within  the  commercial  sec- 
tor, second  generation  physician  preferred  organization 
(PPO)  products  are  being  introduced.  There  has  been 
no  growth  in  global  capitated  payors  within  Horry 
County. 

The  consequences  of  healthcare  reform  have  been 
experienced  throughout  the  sixth  medical  district.  The 
physicians  within  the  sixth  medical  district  continue  to 
be  committed  to  addressing  the  challenges  of  healthcare 
reform  in  a manner  that  will  maintain  the  quality  of  care 
to  the  patients  we  serve. 

Kenneth  L.  DeHart,  MD 
Trustee,  Sixth  Medical  District 

TRUSTEE,  SEVENTH  MEDICAL 
DISTRICT 

The  Seventh  Medical  District  consists  of  Williamsburg, 
Georgetown,  Sumter,  Clarendon,  and  Lee  counties.  This 
essentially  rural  district  continues  to  have  areas  of 
growth  which  have  significantly  influenced  health  care 
systems.  This  new  growth  has  resulted  in  increasing 
numbers  of  physicians  in  the  larger  counties  as  well. 
Georgetown  numbers  almost  100  physicians  in  the 
county  while  the  tri-counties  of  Sumter-Clarendon-Lee 
indicate  almost  150  licensed  physicians  in  the  three 
counties. 

The  words  I hear  most  often  when  attending  meet- 
ings of  the  county  medical  organizations  involve  HCFA, 
the  health  insurance  industry,  hospital  changes  and  more 
recently,  malpractice  insurance,  particularly  JUA-PCF. 

The  comments  about  HCFA  center  on  the  recurring 
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hassle  of  CPT  codes  and  E&M  (evaluation  and  man- 
agement) documentation.  These  comments — com- 
plaints, actually — carry  over  to  the  problems  of  labora- 
tory and  ancillary  testing  requests  by  physicians  deal- 
ing with  Medicare  and  with  private  insurance  carriers. 
As  many  primary  care  physicians  have  known  for  some 
time  and  as  many  physicians  that  are  more  specialized 
are  discovering,  screening  multi-organ  test  profiles  can 
no  longer  be  ordered  very  simply.  This  places  physi- 
cians in  untenable  positions  and  many  physicians  feel 
patients  risk  delay  in  diagnosis  of  potentially  serious 
conditions.  I expect  we  will  see  some  resolutions  about 
these  topics  at  the  Annual  Meeting. 

Health  insurance  providers  are  another  common 
topic  of  physician  comments;  many  doctors  feel  that 
third  party  payments  are  unnecessarily  and  at  times, 
inappropriately  slow.  Meaningful,  reproducible  statis- 
tics on  these  situations  are  difficult  to  obtain,  however. 

Hospitals  continue  positioning  themselves  for  mar- 
ket penetration,  and  physician  groups  such  as  IPAs  and 
IPOs  are  negotiating  with  some  in  the  district.  The  fre- 
quency and  magnitude  of  malpractice  judgments  against 
physicians  in  our  state  has  made  us  aware  of  the  need 
for  incessant  vigilance  toward  quality  care  and  risk 
management.  Expect  more  on  this  at  the  Annual  Meet- 
ing. 

Two  topics  that  always  seem  necessary  to  be  em- 
phasized are  membership  in  organized  medicine  (mean- 
ing the  AMA  and  SOCPAC.)  I personally  feel  that  the 
AMA  leadership  is  becoming  more  and  more  aware  of 
and  responsive  to  physician  membership  input,  and  I 
know  that  doctors  earnestly  need  the  input  of  organized 
medicine  to  impact  legislative  oversight  of  the  health 
care  system.  AMA  and  SOCPAC  membership  provide 
the  most  bang  for  the  buck;  our  numbers  should  ap- 
proach 100  percent  here  in  South  Carolina  given  our 
history  of  activism  in  our  beliefs. 

It  has  been  a privilege  to  serve  on  the  Board  of  the 
SCMA  for  the  past  two  years,  and  I am  grateful  to  the 
members  of  the  Seventh  Medical  District  for  that  op- 
portunity. I look  forward  to  future  years  with  enthusi- 
asm and  confidence  in  the  medical  profession. 

Gerald  E.  Harmon,  MD 

Trustee,  Seventh  Medical  District 

TRUSTEE,  NINTH  DISTRICT 

It  is  a pleasure  to  present  the  status  of  our  ninth  district 
to  South  Carolina  physicians  for  1999.  Membership 
this  year  remains  strong  with  over  seventy  five  percent 
physician  participation  among  those  active  practitioners 
of  Cherokee.  Spartanburg,  and  Union  counties.  The 
district  remains  financially  sound  with  no  increase  in 
dues  and  no  extended  debt.  As  new  physicians  join  the 
medical  community,  many  have  elected  to  participate 
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in  organized  medicine  largely  on  the  reputation  of  our 
state  organization  that  truly  acts  on  the  behalf  of  South 
Carolina  citizens  and  physicians  who  care  for  them. 
Maintaining  low  malpractice  fees  and  providing  for  an 
effective  lobby  are  two  very  successful  efforts  promoted 
by  our  SCMA.  Combined  with  other  services  special- 
izing in  improving  practice  performance,  the  SCMA 
remains  a leader  as  an  advocate  for  all  South  Carolina 
physicians  no  matter  what  their  affiliation. 

As  successful  as  our  organization  has  become,  some 
have  begun  to  take  these  services  for  granted.  As 
physician’s  obligations  with  other  professional  organi- 
zations and  practice  entities  increase,  there  seems  to  be 
less  time  or  interest  to  devote  to  the  effort  needed  to 
preserve  an  effective  voice  in  organized  medicine,  as 
evidenced  by  declining  participation  in  local  functions. 
The  SCMA  leadership  must  become  more  creative  in 
its  effort  to  attract  interested  physicians  to  the  table  for 
the  purpose  of  maintaining  a collegial  relationship,  pro- 
moting communication,  and  an  exchange  of  ideas 
among  the  many  disciplines  within  medicine.  With  all 
the  various  distractions  affecting  our  professional  lives, 
the  SCMA  can  be  the  common  force  that  will  help  keep 
physicians  available.  Each  physician  should  regard 
membership  in  his/her  local  and  state  organization  as 
an  obligation,  and  to  actively  participate  and  support 
its  functions  for  the  good  of  those  it  serves. 

As  we  enter  the  new  millennium,  it  is  my  hope  that 
physicians  of  Cherokee  and  Union  counties  will  unite 
to  create  active  societies.  Maintaining  active  local  or- 
ganizations helps  to  foster  physician  interest  in  local 
affairs.  Local  membership  in  a larger  organization  opens 
its  members  to  benefits  not  available  to  individuals  out- 
side the  association.  With  the  assistance  of  the  SCMA 
staff,  our  goal  will  be  to  encourage  other  county  physi- 
cians to  become  more  active  in  our  district  affairs. 

Timothy  S.  Llewelyn,  MD 

Trustee,  Ninth  Medical  District 

REPORT  OF  THE  YOUNG  PHYSICIANS 
SECTION 

This  year  will  mark  the  end  of  the  first  term  of  the  Young 
Physician  Trustee  on  the  South  Carolina  Medical  Asso- 
ciation Board  of  Trustees.  The  AMA  developed  the 
Young  Physician  Section  (YPS)  in  1987  to  help  develop 
physician  leadership  in  organized  medicine.  Several 
states  have  a seat  on  their  respective  board  of  trustees 
for  young  physicians.  In  1996,  a resolution  was  adopted 
to  change  the  bylaws  to  add  a young  physician  member 
to  the  SCMA  Board  of  Trustees.  I have  had  the  great 
honor  to  serve  as  that  board  member. 

The  Young  Physician  Section  has  been  involved  in 
recruiting  residents  and  students  to  the  medical  asso- 
ciation and  I have  had  the  opportunity  to  speak  with  the 


residents  and  students  at  the  USC  School  of  Medicine 
and  Palmetto  Richland  Memorial  Hospital.  Represen- 
tatives from  the  section  have  also  been  visible  mem- 
bers at  the  AMA  Young  Physician  Section  meetings. 
Dr.  Jim  Mock  has  been  very  involved  and  recently  ran 
for  a seat  on  the  AMA  YPS  Governing  Council. 

At  the  YPS  Annual  Meeting,  held  prior  to  the  SCMA 
Annual  Meeting,  the  following  officers  were  elected: 
Chair,  Dr.  “Andy”  Pate;  Chair-Elect,  Dr.  Eric  Senn; 
Secretary-Treasurer,  Dr.  “Bert”  Parker;  Members-at- 
Large,  Dr.  Helen  Lathem  and  Dr.  Gregory  Risk;  SCMA 
and  AMA  Delegate,  Dr.  Jim  Mock,  and  SCMA  and 
AMA  Alternate  Delegate,  Dr.  March  Seabrook. 

The  group  also  held  its  Interim  Meeting  on  Novem- 
ber 12,  1998  to  discuss  any  pertinent  business  to  be 
brought  before  the  House  of  Delegates. 

As  I conclude  my  term  on  the  Board  of  Trustees,  I 
would  like  to  express  my  gratitude  to  the  young  physi- 
cians of  the  state  as  well  as  the  current  board  members. 
It  has  been  both  an  honor  and  privilege  to  serve  on  this 
board. 

March  E.  Seabrook,  MD 

Trustee,  Young  Physicians  Section 

THE  SCMA  DELEGATION  TO  THE  AMA 

This  year,  it  is  my  privilege  to  report  to  you,  the  House 
of  Delegates  of  the  South  Carolina  Medical  Associa- 
tion, on  the  activities  and  accomplishments  of  your  del- 
egation to  the  American  Medical  Association.  As  chair- 
man of  the  delegation,  I have  reported  to  the  SCMA 
membership  through  our  excellent  Journal  of  the  South 
Carolina  Medical  Association  the  actions,  after  each 
meeting,  of  the  AMA  House  of  Delegates.  If  you  have 
not  done  so  in  the  past,  I would  encourage  each  of  you 
to  read  these  reports  so  that  you  may  understand  the 
importance  and  worth  to  you  and  your  patients  of  the 
most  powerful,  most  listened  to  medical  organization 
in  the  world — the  American  Medical  Association. 

As  I have  said  in  previous  reports  to  you,  I feel  the 
South  Carolina  delegation  is  one  of  the  most  visible 
and  productive  delegations  in  the  AMA.  The  delegates 
and  alternate  delegates  you  have  elected  over  the  past 
years  have  been  dedicated  to  the  important  task  of  rep- 
resenting you  and  your  patients  at  the  national  level.  I 
would  like  to  thank  you  for  that  dedication. 

As  each  of  you  surely  knows,  the  South  Carolina 
Medical  Association  has  seen  one  of  its  own  AMA  del- 
egates rise  to  what  is  perhaps  the  most  important  medi- 
cal positions  in  the  world.  Dr.  Randolph  Smoak  of 
Orangeburg  has  been,  since  June  of  last  year.  Chairman 
of  the  AMA  Board  of  Trustees.  In  this  singularly  im- 
portant office,  he  has  represented  American  medicine 
at  the  very  highest  national  and  international  level  and 
he  has  done  it  in  a manner,  which  reflects  ability,  confi- 
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dence  and  knowledge.  We  should  all  be  proud  of  the 
man  South  Carolina  has  endowed  to  medicine  and  to 
the  great  job  he  has  done  in  representing  patients  and 
physicians  in  every  arena. 

In  addition  to  Randy,  South  Carolina's  visibility  and 
impact  at  the  AMA  level  is  present  in  others  of  the  del- 
egation: Dr.  Dan  Brake  remains  a member  of  the  Coun- 
cil on  Legislation.  Dr.  Chris  Hawk  is  just  completing 
his  first  year  as  a member  of  the  Council  on  Scientific 
Affairs,  and  in  June.  I will  be  assuming  the  chairman- 
ship of  the  Southeastern  Delegation,  the  largest  coali- 
tion of  state  delegations  in  the  AMA. 

Three  years  ago,  at  this  meeting,  I reported  to  you 
the  undertakings  of  an  endeavor  to  strengthen  and 
broaden  the  membership  and  effectiveness  of  the  Ameri- 
can Medical  Association  by  “restructuring”  the  Federa- 
tion. In  this  effort,  there  has  been  a redistribution  of 
seats  in  the  House  of  Delegates — those,  which  have  been 
occupied  by  the  state  organizations'  delegates  and  es- 
pecially those,  which  have  been  representing  the  vari- 
ous specialty  societies.  This  effort  in  my  opinion,  is 
starting  to  bear  fruit,  evident  by  the  more  active  and 
larger  delegations  from  these  various  societies.  I am 
convinced  that  the  strength  of  the  American  Medical 
Association  for  the  coming  years  will  lie  in  the  joint 
forces  of  state  medical  delegations  working  in  conjunc- 
tion with  the  specialty  societies  to  give  national  medi- 
cal leadership.  This  leadership  will  work  for  the  ben- 
efit of  all  patients  and  every  physician’s  practice. 

Toward  that  end.  I have  reported  to  you  in  the  past 
about  the  interest  and  involvement  of  the  specialty'  so- 
ciety delegates  who  are  from  South  Carolina,  and  their 
willingness  and  eagerness  to  meet  with  and  work  with 
the  SCMA's  delegation.  These  physicians  deserve  men- 
tion. along  with  their  specialty  associations:  Dr.  Ed 
Kimbrough  from  the  American  Orthopaedic  Associa- 
tion; Dr.  David  Osguthorpe  from  the  American  Acad- 
emy of  Otolaryngic  Allergy;  Dr.  Marion  Burton  from 
the  American  Academy  of  Pediatrics;  Dr.  James  Scully 
from  the  American  Psychiatric  Association:  and  Dr. 
Greg  Slachta  from  the  American  Urological  Associa- 
tion. In  addition,  your  current  president.  Dr.  Stephen 
Imbeau  has  just  resigned  his  position  as  SCMA  Alter- 
nate Delegate  and  assumed  the  role  as  a delegate  from 
the  American  Academy  of  Allergy,  Asthma,  and  Immu- 
nology. I salute  each  of  these  physicians  who  have 
shown  a steadfast  devotion  to  representing  their  various 
specialties  but  who,  at  the  same  time,  have  demonstrated 
responsibility  to  the  task  of  representing — without  paro- 
chialism— all  physicians,  regardless  of  specialty  affili- 
ation. in  this  state  and  in  this  country. 

The  past  year  began,  as  we  will  all  recall,  with  AMA 
in  the  throes  of  a monumental  problem.  At  that  time, 
an  egregious  mistake  had  been  made  in  contracting  with 


a large  corporation,  the  Sunbeam  Corporation,  to  allow 
Sunbeam  to  use  the  AMA  logo  in  advertising  their  prod- 
ucts. In  retrospect,  the  blame  lies  with  many,  and  many 
have  faced  up  to  the  folly  of  the  decision.  In  the  de- 
bacle which  followed,  there  were  firings,  resignations, 
job  reassignments  and — most  of  all — recriminations. 
One  of  the  changes  which  was  made.  I am  happy  to 
report,  has  resulted  in  the  hiring  of  a leader  whom  I 
hope  you  will  all  meet  during  the  Annual  Meeting,  our 
new  EVP.  Dr.  Ratliffe  “Andy”  Anderson.  I shall  make 
reference  later  in  this  report  to  one  of  the  most  impres- 
sive summaries  of  AMA  activities  I have  ever  read,  a 
report  to  the  AMA  House  of  Delegates  which  Dr.  Ander- 
son delivered  to  the  Interim  meeting  in  Hawaii  in  De- 
cember. 

Other  changes  which  arose  out  of  the  “Sunbeam 
Affair",  are  in  the  offing;  all  of  which  in  my  opinion, 
will  ultimately  strengthen  the  structure  and  governance 
of  the  American  Medical  Association. 

At  the  time  I am  waiting  this  report  to  you.  there  are 
very  important  concerns  in  the  minds  of  physicians  in 
this  country.  The  Health  Care  Financing  Administra- 
tion (HCFA)  which  runs  Medicare,  seems  to  be  on  a 
steady  track  in  proposing  new'  measures  and  regulations 
which  demand  additional  paperwork  from  physicians. 
Most  often  now  the  threats  arise  from  development  of  a 
new'  set  of  Evaluation  and  Management  (E&M)  guide- 
lines which  seem  designed  to  make  documentation  of 
office  examinations  and  procedures  an  even  more  cum- 
bersome. convoluted  task  than  previous  guidelines. 
Equally  as  contentious  are  the  demands  that  physicians 
define  "medical  necessity"  and  produce  presumptive 
diagnoses  before  ordering  some  of  the  simpler  labora- 
tory studies.  Being  a general  internist  myself,  these 
requirements  are  particularly  heinous.  Besides  these 
demands,  however,  there  is  now'  the  specter  of  being 
threatened  with  allegations  of  “fraud  and  abuse,”  alle- 
gations which  could  perhaps,  bring  sanctions,  fines,  and 
even  imprisonment  to  an  honest  physician. 

Many  in  the  AMA  and  many  physicians  over  the 
country  feel  the  time  has  come  to  "draw'  a line  in  the 
sand”  and  to  refuse  to  “negotiate”  with  HCFA  about 
such  things  as  E&M  codes  or  laboratory  "necessity".  I 
think  it  w'ould  be  better  to  try — as  the  AMA  is  trying — 
to  stay  at  the  table  and  achieve  what  wre  can.  To  this 
point,  how'ever.  HCFA  has  been  adamant  in  its  plans. 

Patient's  Bill  of  Rights — Although  falling  short  of 
complete  success  in  passing  the  entire  bill,  the  elements 
the  House  of  Delegates  did  pass  represent  real  progress, 
targeting  goals  such  as  making  health  plans  account- 
able for  decisions  they  make. 

User  fees — AMA's  efforts  once  more  have  been  suc- 
cessful in  having  the  final  1999  budget  reject  imple- 
mentation of  user  fees  for  physicians  in  the  Medicare 
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program.  I might  add  that  this  savings  for  physicians 
amounts  to  many  times  the  cost  of  AM  A membership. 

Scope  of  Practice  Concerns  - The  AM  A enjoyed  suc- 
cess in  getting  the  Department  of  Veterans  Affairs  to 
refrain  from  allowing  non-physicians  from  performing 
laser  surgery.  This  was  achieved  in  conjunction  with 
the  American  Academy  of  Ophthalmology.  In  addition, 
working  with  the  American  Psychiatric  Association,  the 
AMA  has  raised  the  level  of  concern  which  physicians 
have  regarding  the  expanded  roles  of  non-physicians 
such  as  psychologists  in  prescribing. 

PRO  Sixth  Scope  of  Work  - Although  the  physician 
population  heard  little  about  it,  HCFA,  during  the  past 
year,  proposed  changing  the  current  role  of  the  PRO 
from  a quality  and  education-oriented  program  to  one 
which  would  focus  on  billing  errors.  Working  in  con- 
junction with  hospitals,  patient  groups  and  PRO  orga- 
nizations, the  AMA  has  succeeded  in  delaying  such  a 
change  in  PRO  activities. 

Post-Payment  Audits  - The  AMA  has  grave  concerns 
about  the  fundamental  fairness,  extrapolation  tech- 
niques, and  number  of  carrier  errors  regarding  the  Medi- 
care carriers  ability  to  perform  post-payment  audits  and 
is  aggressively  lobbying  Congress  and  the  Administra- 
tion about  our  concerns. 

Science,  Technology,  and  Public  Health  Standards  - 
Working  through  publications  and  through  the  Internet, 
a variety  of  releases  to  and  for  physicians  have  come 


from  the  AMA,  regarding  such  issues  as  firearm  safety, 
child  exploitation,  alcohol  abuse,  tobacco  use,  preven- 
tion, and  control.  Also,  special  needs  of  the  elderly  and 
of  adolescents  have  been  studied  and  addressed. 

Ethics  Standards  - Numerous  issues  are  of  AMA 
concern.  They  are  the  ethics  of  End-of-Life  Care,  Man- 
aged Care,  Genetics,  Research,  and  Academic  Affairs. 
The  Council  on  Ethical  and  Judicial  Affairs  (CEJA)  has 
been  extremely  productive  in  addressing  the  many  con- 
troversial questions  surrounding  such  issues. 

I hope  I have  interested  you  in  the  wide  areas  of 
involvement  of  the  American  Medical  Association.  It 
is  unerringly  clear  that  the  AMA  is  having  a great  diffi- 
culty with  declining  membership,  and  I am  once  more 
calling  upon  you,  the  leaders  of  South  Carolina  medi- 
cine, to  become  knowledgeable  and  involved  in  AMA 
activities.  As  I have  said  to  you  many  times  over  the 
years,  I feel  that  not  belonging  to  the  AMA  is  a “cop- 
out”  of  enormous  proportion.  Like  SCMA,  the  AMA 
does  so  many  good  things  for  physicians.  It  is  incompre- 
hensible to  me  why  every  physician  does  not  belong  and 
does  not  actively  support  it. 

Thank  you  again  for  the  opportunity  to  serve  you  as 
an  AMA  delegate,  call  upon  your  AMA  delegation  if  we 
can  be  of  any  service  to  you.  I promise  prompt  response. 
Walter  J.  Roberts,  Jr.,  MD 
AMA  Delegate  & 

Delegation  Chairman 


ATTENTION 
POTENTIAL  AUTHORS 

The  Journal  of  the  South  Carolina  Medical  Association  is  currently 
accepting  manuscripts. 


The  mission  of  The  Journal  is  to  advance  the  art  and  science  of  medicine;  — ' 
to  promote  the  ideals  of  the  South  Carolina  Medical  Association;  to  en- 
courage scholarship  and  good  will  among  South  Carolina  physicians;  and 

to  disseminate  information  specifically  applicable  to  the  health  care  of  South  Carolinians.  We  encour- 
age original  articles  and  letters  to  the  editor  of  potential  benefit  and  interest  to  the  members  of  the 
South  Carolina  Medical  Association. 


All  manuscripts  and  correspondence  should  be  addressed  to  The  Editor,  The  Journal  of  the  South 
Carolina  Medical  Association,  P.O.  Box  11188,  Columbia,  SC  29211.  For  a copy  of  the  Information 
for  Authors,  please  contact  Dana  Kickey  at  the  South  Carolina  Medical  Association  at  (803)  798-6207, 
extension  234. 
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OTHER  REPORTS 


THE  CHIEF  EXECUTIVE  OFFICER 

It  is  my  pleasure  to  report  to  the  1999  House  of  Del- 
egates on  the  activities  of  the  South  Carolina  Medical 
Association  and  its  subsidiaries. 

Let  me  begin  by  bringing  to  your  attention  a couple 
of  changes  that  have  taken  place  within  the  organiza- 
tion this  past  year.  The  name  of  the  South  Carolina  In- 
stitute for  Medical  Education  and  Research  has  been 
changed  to  the  SCMA  Foundation  to  provide  an  iden- 
tity that  reflects  the  fact  that  it  is  a charitable  organiza- 
tion that  can  accept  donations  and  that  uses  the  money 
to  further  medical  education  and  research. 

On  the  staff  side,  after  conducting  a nationwide 
search,  we  have  hired  a Chief  Operating  Officer  to  pro- 
vide additional  management  to  our  increasingly  com- 
plex organization.  Mr.  Ron  Fitzwater  was  the  success- 
ful applicant  and  he  joined  the  SCMA  staff  on  January 
4,  1999.  Ron  comes  to  us  from  Ohio  were  he  served  as 
the  Executive  Director  of  the  Columbus  Medical  Asso- 
ciation. Ron  also  served  as  the  Executive  Vice  Presi- 
dent of  the  Orange  County  Florida  Medical  Society  and 
was  Assistant  Executive  Director  at  the  Academy  of 
Medicine  of  Cleveland.  He  has  a BBA  and  a MBA  in 
accounting  and  has  earned  the  Certified  Association 
Executive  designation  of  the  American  Society  of  As- 
sociation Executives.  Ron  and  his  wife  Karen  have  three 
children  and  are  residing  in  Columbia. 

As  you  will  note  in  the  audited  financial  statements 
included  in  the  Report  of  the  Treasurer,  the  SCMA  and 
its  subsidiaries  had  a very  good  year  in  Fiscal  98-99. 
Currently,  we  are  on  track  to  have  another  good  year 
with  the  exception  of  the  Members  Insurance  Trust, 
which  is  being  hit  by  rising  costs  especially  in  the  area 
of  prescription  drugs.  The  MIT  Board  is  in  the  process 
of  having  an  actuarial  study  done  and  rates  will  be  ad- 
justed based  on  the  recommendation  of  the  actuaries. 
SCMA  Financial  Services  continues  to  grow  and  this 
year  became  the  designated  agency  for  the  South  Caro- 
lina Dental  Association.  We  are  planning  a significant 
change  in  the  operation  of  PCN.  For  the  past  seven  years 
we  have  used  a company  called  ACMG  to  provide  ad- 
ministrative support.  Effective  August  1, 1999,  we  will 
begin  administering  the  program  in-house.  This  con- 
version has  been  underway  since  January  and  we  an- 
ticipate a smooth  transition.  This  past  year  we  incorpo- 
rated a new  organization  called  Physician  Direct  which 
is  a Third  Party  Administrator  that  will  take  over  claims 
processing  for  the  Members  Insurance  Trust  on  Janu- 
ary 1,  2000.  The  SCMA  Foundation  continues  to  grow 


through  contributions  and  the  expansion  of  the  Section 
170  program.  All  of  our  subsidiaries  have  reports  in  the 
handbook  that  provide  more  detail. 

This  year  is  the  first  session  of  the  113th  General 
Assembly  and  we  are  dealing  with  a number  of  signifi- 
cant changes.  The  election  of  a new  Governor  has  re- 
sulted in  a change  in  the  leadership  of  most  of  the  state 
agencies  with  whom  we  work.  The  makeup  of  the  Bud- 
get and  Control  Board  has  changed  from  a republican 
majority  to  a democratic  majority  and  the  democrati- 
cally controlled  senate  has  become  much  stronger  than 
it  was  under  the  republican  administration.  All  of  these 
changes  have  resulted  in  additional  efforts  on  the  part 
of  staff  as  we  acquaint  ourselves  with  the  new  leaders 
of  state  government.  Currently,  we  are  tracking  more 
than  sixty  bills  that  cover  a wide  range  of  topics.  The 
Report  of  the  Interspecialty  Council  for  Legislative 
Activities  contained  in  your  delegates  handbook  will 
provide  you  with  a detailed  list  of  these  bills  and  the 
position  of  the  SCMA. 

The  SCMA  and  its  subsidiaries  continue  to  grow  and 
as  a result  of  this  growth,  we  have  outgrown  our  build- 
ing and  have  rented  additional  space  to  accommodate 
PCN.  Moving  PCN  out  of  the  headquarters  building  has 
given  us  room  for  the  continued  expansion  of  SCMA 
Financial  Services.  If  the  growth  continues,  we  will  have 
to  evaluate  our  long-term  space  needs  and  develop  a 
plan  to  accommodate  those  needs. 

This  year,  the  SCMA  has  made  a significant  effort 
to  increase  the  level  of  participation  by  South  Carolina 
physicians  in  the  American  Medical  Association 
(AMA).  The  catalyst  of  this  effort  was  a chart  we  re- 
ceived from  the  AMA  that  clearly  indicated  that  if  the 
current  decline  in  AMA  membership  continues  the  AMA 
will  cease  to  exist  by  the  year  2022.  To  date,  our  efforts 
are  succeeding  and  I encourage  all  who  are  not  AMA 
members  to  become  one. 

The  financial  affairs  of  the  SCMA  and  the  subsid- 
iaries remain  healthy,  and  our  membership  continues  to 
grow.  I refer  you  to  the  reports  of  the  treasurer  and  the 
secretary  for  detailed  financial  and  membership  infor- 
mation. I expect  the  growth  to  continue  during  fiscal 
year  1999-2000. 

Finally,  on  behalf  of  the  staff  of  the  SCMA,  I want 
to  express  our  sincere  appreciation  for  your  support  and 
for  giving  us  the  opportunity  to  serve  you. 

William  F.  Mahon 
Chief  Executive  Officer 
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SPECIAL  GUEST: 

EDGAR  RATCLIFFE  ANDERSON,  JR.,  M.D. 


When  Dr.  “Andy”  Anderson  assumed  the  position  of 
Executive  Vice  President  and  Chief  Executive  Officer 
of  the  American  Medical  Association  it  was,  in  his  own 
words,  “the  single  most  significant  assignment”  he  has 
ever  accepted. 

Dr.  Anderson  has  had  many  assignments  in  his  distin- 
guished career  in  medicine.  He  has  been  Board-Certi- 
fied in  Family  Practice,  Preventive  Medicine  and  Der- 
matology. He  continues  to  practice  Dermatology  to  this 
day. 

Prior  to  joining  the  AMA,  he  served  as  Dean  of  the 
University  of  Missouri-Kansas  City  Medical  School  and 
CEO  of  Truman  Health  Center  in  Kansas  City. 

As  CEO  of  Truman  Health  Center,  he  managed  a 500 
bed  tertiary  care  system  comprising  a teaching  hospi- 
tal, long-term  care  facility,  behavioral  health  unit  and 
outpatient  facility  which  had  more  than  half  a million 
visits  annually.  Truman  Health  Center  employs  2,600 
people  and  has  an  annual  operating  budget  of  $200  mil- 
lion. It  is  the  principal  source  of  health  care  of  the  indi- 
gent in  Kansas  City. 

In  1994,  he  became  Surgeon  General  of  the  United 
States  Air  Force,  a position  in  which  he  was  respon- 
sible for  more  than  50  thousand  employees  assigned  to 
87  medical  facilities  around  the  world.  There,  he  over- 
saw an  annual  budget  of  $4.7  billion  and  assets  of  $5 
billion. 

In  1996,  Dr.  Anderson  was  honored  by  the  American 
Medical  Association  as  a recipient  of  the  Nathan  Davis 
Award,  given  to  local,  state  and  federal  leaders  whose 
contributions  have  promoted  the  art  and  science  of  medi- 
cine and  the  betterment  of  public  health. 

Dr.  Anderson  is  a member  of  the  AMA  and  served  in 
the  House  of  Delegates  while  he  was  Surgeon  General 
of  the  Air  Force.  He  is  also  Past  President  of  the  Asso- 
ciation of  Military  Surgeons  of  the  United  States. 


Dr.  Anderson  is  58  years  old,  a graduate  of  Louisiana 
State  University  where  he  received  his  undergraduate 
and  MD  degrees.  His  internship  was  at  Philadelphia 
General  Hospital  and  he  completed  his  residency  in  sur- 
gery at  Boston  City  Hospital. 

He  has  been  married  for  28  years  to  the  former  Sandra 
Caston  and  they  have  three  children.  Dr.  Anderson 
counts  among  his  hobbies  a love  of  flying,  golf,  sailing, 
and  skiing. 
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151st  SCMA  ANNUAL  MEETING 
EXHIBITORS  1999 


COMPANY 

The  Regional  Medical  Center 

Pharmacia  & Upjohn 

GMK  Assoc.,  Healthcare  Design 

& Construction 

National  Library  of  Medicine 

MERCK-USHH 

SC  Central  Cancer  Registry 

Roche  Pharmaceuticals 

Refreshment  Break 

First  Citizens  Bank 

Info  Avenue  Internet  Services 

Windsor  House 

Integrated  Medical  Services 

Wallace  Laboratories 

Bristol-Myers  Squibb 

Aspect  Medical 

Stiefel  Laboratories,  Inc. 

Commun-I-Care 
National  Bank  of  SC 
Astra  Pharmaceuticals 
DuPont  Pharmaceuticals 
Gift  of  Life  Foundation 
Bruce  Hall 
Novartis 

Blencowe  Comp.  Services,  Inc. 

Discover/Novus  Network 
SC  Academy  of  Physician  Assist. 

MUSC  PA  Program 
Merrill  Lynch 
Hologic,  Inc. 

BellSouth  Yellow  Pages 
Legg  Mason 
3M  Pharm. 

SC  Dept,  of  Health  & Human  Services  (Medicaid) 


COMPANY 

Interim  Healthcare 
Medlogix 

Blencowe  Comp.  Services 

Otsuka  America  Pharmaceuticals,  Inc.X 

AHEC 

Ice-Cream 

S.C.  Society  of  Medical  Assistants 
Ortho-McNeil  Pharmaceuticals 
East  Cooper  Medical  Center 
Fox  Meadows 
Transworld  Systems,  Inc. 

Horizon  Unlimited 
SmithKline  Beecham 
Social  Security  Disability  Program 
Popcorn 

Searle  Pharmaceuticals 
Palmetto  Gov.  Benefits  Admin. 

SC  MGMA 
Rhone  Poulenc  Rorer 
Janssen  Pharmaceutica 
Hoechst  Marion  Roussel 
Pfizer 

Refreshment  Break 

Carolina  Medical  Review 

USC  School  of  Medicine 

Glaxo  Wellcome 

SC  Organ  Procurement  Agency 

Medical  University  of  SC 

Carolina  Physicians  Advisory  Service 

Physicians  Care  Network 

SCMA  Practice  Management  Services,  Inc. 

SCMA  Financial  Services 

Saratoga  Diagnositics 

CompuSystems,  Inc. 
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A VERY  SHORT  HISTORY  OF  THE  MEDICAL  PROFESSION, 
AS  TOLD  TO  PATCH  ADAMS 


Patch  Adams  is  a must-see.  As  Patch,  a maverick 
medical  student  on  a mission  to  humanize  a teaching 
hospital  over  the  objections  of  a stuffy  dean,  Robin 
Williams  shows  why  he  is  arguably  the  most  endearing 
American  actor  since  the  late  Jimmy  Stewart.  But  the 
movie  raises  some  serious  questions.  What  has  gone 
wrong  with  medicine  and  the  medical  profession?  Why 
do  audiences  usually  applaud  at  the  ending? 

Convinced  of  the  healing  power  of  humor  by  a stay 
in  a psychiatric  hospital,  Patch  enters  medical  school. 
No  sooner  is  he  there  than  he  sneaks  onto  the  wards, 
puts  an  enema  bulb  on  his  nose,  and  develops  a first- 
class  clown  act  for  the  patients  and  staff.  Things  take  a 
serious  turn  when  a group  of  laypersons  air  their  gripes 
about  medicine  at  a lunch  counter.  Why  do  we  have  to 
fill  out  paperwork  during  an  emergency?  Why  a $250 
bill  for  a sprained  ankle,  a $1000  bill  for  antibiotics? 
Why  can’t  the  government  provide  health  insurance  for 
everybody?  Patch  dreams  up  a system  where  doctors 
and  patients  will  be  co-equal  partners  in  a free  clinic 
based  on  laughter  and  love.  He  builds  it  and  they  come. 

Things  go  well  until  Larry  enters.  Larry  is  a troubled 
young  man  with  a history  of  multiple  emergency  room 
visits  for  self-mutilation.  Patch’s  girlfriend,  Corinne 
Fisher,  finds  Larry’s  far-away  look  disturbing.  Patch 
seems  unconcerned:  “If  we  can’t  show  him  compas- 
sion, who  can?”  One  evening  while  Patch  is  away  pil- 
fering supplies  from  the  teaching  hospital,  Larry  calls 
for  help,  for  “someone  to  talk  to.”  Corinne  walks  into  a 
murder- suicide.  Persuaded  by  his  friends  not  to  drop 
out  of  medical  school  in  his  despondency,  Patch  gradu- 
ates to  pursue  his  dream. 

Corinne’s  death,  I submit,  shows  how  compassion 
untempered  by  competence  does  everyone  a disservice. 
But  the  larger  point  of  Patch  Adams  is  his  confronta- 
tion with  the  medical  profession,  of  “the  way  things 
have  always  been  done”  as  represented  by  the  super- 
cilious Dean  Walcott.  This  prompted  me  to  ask  how 
Patch  Adams  (by  whom  I mean  Williams’s  character, 
not  the  real-life  physician  on  whom  the  script  was  based 
and  to  whom  no  offense  is  intended)  might  have  re- 
sponded to  different  epochs  in  our  collective  history. 

Let  us  briefly  review  the  history  of  medicine  from 
the  perspective  of  what  historians  and  sociologists  call 
“the  professional  project” — the  efforts  of  those  who 


practice  an  occupation  to  define  their  cognitive,  ethical, 
and  institutional  frameworks  in  such  a way  as  to  estab- 
lish a large  measure  of  authority  and  exclusivity  (Table). 

Patch  would  probably  have  thrived  in  classical 
Greece.  Our  fuzzy  notion  that  a proud,  monolithic  medi- 
cal profession  arose  then  and  there  from  the  mists  of 
antiquity  turns  out  to  be  an  illusion.  To  be  sure,  the 
Hippocratic  writers  would  have  agreed  with  Dean 
Walcott  that  Patch  showed  “excessive  happiness;”  they 
asserted  “the  man  of  uncontrolled  laughter  and  exces- 
sive cheerfulness  is  considered  vulgar.”1  But  medicine 
in  Greece  was  hardly  synonymous  with  Hippocrates  and 
his  followers.  There  was  in  fact  no  established  medical 
profession.  A wide  variety  of  healers  of  different  sects, 
often  peripatetic,  competed  for  those  who  could  afford 
their  services.  Patch  would  have  been  right  at  home. 

Patch  would  likewise  have  enjoyed  the  Middle  Ages, 
although  he  would  have  encountered  some  of  the  same 
problems  that  bedeviled  him  at  the  fictional  “Virginia 
Medical  School.”  Physicians  trained  in  the  medieval 
universities  began  to  organize  themselves  into  guilds. 
The  guilds,  subordinate  to  the  universities  in  principle 
but  not  always  in  practice,  developed  statutes  dealing 
with  apprenticeships,  examinations,  and  licensing  de- 
signed to  enforce  the  profession’s  claims  to  exclusive 
control  over  the  scope  of  practice.  Patch  could  have  cho- 
sen to  join  either  a guild  or  the  swelling  ranks  of  those 
(including  women  except  for  midwives)  who  practiced 
extralegally. 

During  the  Enlightenment,  Patch  might  have  pre- 
ferred to  live  in  Scotland.  It  was  there  that  a young  phy- 
sician named  John  Gregory,  influenced  by  the 
philosophy  of  David  Hume,  reintroduced  compassion 
into  medical  practice  and  in  so  doing  may  have  invented 
the  medical  profession  as  we  know  it  today.2  Patch  might 
have  sought  out  also  the  Scottish  political  economist 
Adam  Smith  (famous  for  The  Wealth  of  Nations),  who 
responded  to  a growing  market  in  M.D.  degrees  by  ques- 
tioning the  very  principle  of  privilege  based  on  this  or 
that  higher  degree.  We  can  picture  him  marching  down 
Princess  Street  in  Edinburgh,  a merry  activist. 

Patch  would  have  rejoiced  during  the  early  years  of 
the  French  Revolution  during  which  the  guilds,  universi- 
ties, and  scientific  academies  of  the  Old  Regime  were 
abolished.  Laissez-faire,  an  extreme  form  of  deregula- 
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SOME  LANDMARKS  IN  THE  HISTORY  OF  THE  MEDICAL  PROFESSION 

Classical  Greece 

1.  Schools  of  medicine  are  organized,  generally  around  a founding  persona. 

2.  There  is  considerable  professional  fragmentation  around  various  sects. 

The  Middle  Ages  (6th 
through  15th  centuries) 

1.  Medicine,  theology,  and  law  become  institutionalized  within  universities. 

2.  Practitioners  organize  themselves  into  guilds  with  statues  dealing  with 
apprenticeship,  examinations,  and  licensing 

Renaissance  and  early 
modern  period  (16th- 
17th  centuries) 

1 . Boards  of  physicians  (protomedicato)  are  named  by  the  crown  and  given  power 
to  examine,  license,  and  police  (Sicily,  Italy,  Spain) 

2.  Colleges  of  physicians  separate  from  medical  school  faculties  are  founded; 
Guilds  are  vested  with  licensing  authority  (England) 

The  Enlightenment 
(18th  century) 

1.  State  patronage  gives  status  and  autonomy  to  various  guilds  and  healers; 
divisions  of  labor  are  encouraged. 

2.  Later,  power  and  autonomy  of  guilds  are  undermined  from  opposite  directions 
by  central  government  and  free  enterprise 

The  French  Revolution 
(1789-1799) 

1.  Guilds,  universities,  and  academies  are  abolished,  allowing  laissez-faire 
medicine  to  flourish  for  about  10  years. 

2.  A central  “School  of  Health”  is  formed  in  Paris  and  a strict,  uniform  licensing 
system  is  put  in  place. 

The  19th  century  in 
Britain 

1.  The  Apothecaries  Act  (1815)  sets  standards  of  professional  education  in 
England  and  Wales. 

2.  By  the  1880s,  higher  standards  are  established  through  a system  of  examinations 
by  the  royal  colleges,  along  with  certification  for  general  practitioners. 

International  trends  in 
the  19th  century 

1.  National  medical  societies  are  founded  in  most  western  countries  with  the  no 
table  exception  of  Germany:  Britain  (1832);  United  States  (1847);  France 
(1858);  Canada  (1867). 

2.  Most  countries  develop  a two-tiered  profession  consisting  of  an  elite  and  a 
broad  spectrum  of  lesser  practitioners. 

Rise  of  the  medical 
profession  in  the  United 
States 

1.  States  create  licensing  boards;  the  rights  of  states  to  require  a license  to 
practice  medicine  is  defended  by  the  Supreme  Court  (1888). 

2.  Scientific  advances  and  aseptic  surgery  bring  new  legitimacy  to  medical 
practice. 

Course  of  American 
medicine  in  the  20th 
century 

1.  As  the  location  of  practice  shifts  to  physicians’  offices  and  hospitals, 
specialists  begin  to  dominate  a practice  based  on  experimental  science. 

2.  Third-party  payers  come  between  the  patient-physician  relationship. 

3.  Medicare  and  Medicaid  legislation  (mid  1960s)  reduces  the  charitable 
component  of  medicine  but  places  practice  increasingly  under  government 
control  and  scrutiny;  Medicine  becomes  increasingly  expensive  and  therefore 
burdensome  to  society  and  business;  professional  autonomy  is  increasingly 
challenged  by  lay  administrators,  government,  and  alternative  healthcare 
providers. 
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tion,  flourished  for  a decade.  Just  about  anybody  could 
buy  a permit  to  practice  medicine.  Then  came  the  1794 
National  Convention  that  gave  the  organized  medical 
profession  an  effective  monopoly  over  medicine  in  the 
cities.  Patch  might  have  slipped  out  of  Paris  for  the  coun- 
tryside to  practice  among  the  less-sophisticated. 

During  the  early  decades  of  the  19th  century,  Patch 
would  probably  have  joined  the  ranks  of  one  or  another 
irregular  healers  who  resisted  “heroic  therapy”  based 
on  bleeding,  blistering,  and  purging.  These  included  the 
homeopaths  with  their  low  doses  and  the  Thomsonians 
with  their  herbs.  Patch’s  later  difficulties  might  have 
begun  in  1888  when  the  Supreme  Court  of  the  United 
States  defended  the  rights  of  states  to  require  a license 
to  practice  medicine.  Following  the  Flexner  report,  Patch 
would  have  found  it  necessary  to  embrace  rigorous  sci- 
entific medicine  to  remain  within  the  law  as  allopathic 
practice  gained  power  and  prestige.  He  would  have  la- 
mented the  increasing  domination  of  medicine  by  spe- 
cialists. He  would  have  been  concerned  about  rising 
costs,  and  would  sense  the  inevitability  of  regulation  of 
medical  practice  by  government  and  business.3 

But  I believe  that,  if  given  the  chance  to  live  during 
any  era  and  in  any  place,  Patch  would  choose  the  here 
and  now:  1999  in  the  United  States. 

The  movie’s  redeeming  moment  comes  when  Adams 
and  Dean  Walcott  square  off  before  the  Board  of  Medi- 
cal Examiners  with  Patch’s  career  at  stake.  Friends  and 
patients  line  the  balconies  and  foyer.  The  Board  con- 
cludes that  while  Patch’s  refusal  to  conform  may  not  be 
entirely  admirable,  his  passion  for  healing,  his  “pure 
flame,”  should  not  be  extinguished.  As  for  the  dean — 


well,  he  should  loosen  up  and  learn  to  laugh.  Thus,  the 
medical  profession  embraces  Patch  despite  its  reserva- 
tions. Patch’s  future  patients  will  be  much  better  off  for 
his  decision  to  stay  in  school,  to  become  an  orthodox 
physician  (at  least  in  his  own  way)  as  opposed  to  veer- 
ing off  toward  one  or  another  brand  of  alternative  medi- 
cine. 

Dr.  Jordan  J.  Cohen,  president  of  the  Association  of 
American  Medical  Colleges,  recently  wrote,  “The  key 
to  valuing  the  profession  is  to  profess  its  values.”4  Each 
generation  has  the  chance  to  reinterpret  these  values 
within  the  context  of  its  own  times.  Each  generation  of 
physicians  should  enter  dialogue  with  its  public.  Orga- 
nized medicine,  like  all  human  institutions,  may  have 
its  flaws  yet  remains  the  optimum  forum  for  such  dia- 
logue. The  board’s  verdict  on  Patch  is  a wonderful  af- 
firmation of  organized  medicine’s  willingness  to  listen, 
to  learn,  to  love,  and  to  risk  change.  But  please — no 
enema  bulbs. 

— CSB 
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On  We  Cover. 


SEVENTY  FIVE  YEARS  AGO 

Dr.  Edgar  A.  Hines.  Editor-in-Chief.  from  Seneca. 
S.C..  in  preparation  for  the  Association's  annual  meeting, 
wrote  in  The  Journal  of  the  South  Carolina  Medical 
Association,  an  introduction  to  the  location  of  the 
meeting: 

The  people  of  Orangeburg  are  looking  forward  with 
a great  deal  of  interest  to  the  meeting  of  the  South 
Carolina  Medical  Association  in  this  city  on  April 
15.  16.  17,  1924.  Orangeburg,  better  known  as  the 
"City  on  the  Edisto."  is  situated  fifty-  miles  South 
of  Columbia  on  the  main  line  of  the  Southern 
Railroad  between  Charleston  and 
Cincinnati,  and  eighty  miles  East 
of  Augusta  on  the  main  line  of  the 
Atlantic  Coast  Line  Railroad 
between  Augusta  and  Washington, 
with  a population  of  about  1 1 ,000. 
including  suburban  sections,  is 
one  of  the  most  noted  sections  of 
our  Southland  from  an  agricultural 
standpoint.  . . . Orangeburg  takes 
high  rank  in  educational, 
industrial,  commercial  and 
agricultural  activity.  . . . 

Practically  ever}-  crop  that  will 
grow  in  the  temperate  zone  will 
do  well  here.1 


The  cover  picture  for  his  month's 
issue  is  the  Orangeburg  town  square 
taken  from  a postcard  of  unknown 
date.  The  name  Orangeburg  was 
chosen  to  honor  William.  Prince  of 
Orange.  the  son-in-law  of  King  George 


II  of  England.  First  named  Edisto  by  the  early  settlers 
of  the  area.  Orangeburg  was  one  of  ten  townships  created 
in  1730  by  Gov.  Robert  Johnson  and  South  Carolina's 
General  Assembly  to  encourage  settlement. 

Jane  McCutchen  Brown 
Waring  Historical  Library 

REFERENCES 

1.  The  Journal  20:  65.  1924. 


Thinking  of  upgrading  your 

LABORATORY  BUT  DON’T  HAVE  THE 
TIME  TO  WADE  THROUGH  ALL  THE 
REGULATIONS? 


• Qualified  to  assure  your  laboratory 
is  in  full  compliance  with  all  CLIA 
regulations. 

• Consultations  available  as  well  as 
assistance  in  cost  accounting, 
installation,  and  instrument  selection. 

• Professional  Staff  includes  former 
CLIA  Program  Manager  at  DHEC. 

Let  us  institute  and  monitor  quality 
assurance  in  your  laboratory ... 

Palmetto  Laboratory  Consultants 
(803)  356-2188 


Volume  95  • April  1999 


171 


REPORT  OF  THE  SOUTH  CAROLINA 
MEDICAL  ASSOCIATION  ALLIANCE 


A year  ago,  I humbly  stood  before  you  filled  with  enthusiasm,  excitement  and  trepidation.  Enthused  about  the 
wonderful  opportunity  we  had  to  make  a difference,  I was  excited  about  all  of  you  who  were  so  willing  to  work 
together  to  make  those  opportunities  happen.  The  trepidation  came  from  following  in  the  footsteps  of  so  many 
past  state  presidents  whom  I have  worked  with  and  admired.  Today,  I am  still  filled  with  enthusiasm  and  excite- 
ment but  I am  also  overcome  with  gratitude.  I am  enthused  that  so  many  of  you  continue  to  be  willing  to  give  your 
time  to  this  organization  and  that  we  have  so  many  new  people  who  are  becoming  involved.  I am  excited  about 
our  new  president,  Shirley  Meiere.  Having  had  the  opportunity  to  work  closely  with  Shirley  this  year,  I know  that 
great  things  will  be  happening  in  the  year  to  come.  I am  grateful  to  have  been  given  the  opportunity  to  be  the 
president  of  this  Alliance.  It  was  a great  honor,  but  it  is  each  one  of  you  that  has  made  it  the  experience  of  a 
lifetime.  I thank  you  from  the  bottom  of  my  heart;  you  cared  and  were  willing  to  share  and  you  dared  to  make 
changes  and  that  for  me  is  happiness. 

As  I look  among  you  today,  I see  many  friends  who  took  the  theme  I chose  for  the  past  year,  Happiness  is  Caring, 
Sharing  and  Daring  to  Change , and  ran  with  it.  You  cared  about  each  other  by  planning  ice  cream  socials  and 
family  barbecues  to  welcome  new  physicians  and  their  families  to  the  community.  You  polled  your  members  for 
their  favorite  restaurants,  shops,  and  books,  and  shared  that  information  with  old  and  new  members  in  your 
newsletter.  You  worked  to  strengthen  your  membership  by  starting  special  interest  groups,  providing  innovative 
social  functions  like  Candlelight  in  the  Hills,  Shopping  in  Atlanta,  Couture  98,  a Supper  Bowl  Party,  and  Gour- 
met Cooking  with  Eric  Batten.  You  demonstrated  your  caring  for  your  spouses  by  doing  a Valentine  Blood  Drive, 
Doctors  Who  Cook,  a Doctors  Day  Golf  Tournament,  and  a Beach  and  Barbecue  Party  for  Doctors.  You  demon- 
strated your  caring  and  concern  for  your  community  with  a legislative  forum,  and  a SAVE  Awareness  display  at 
a Reba  McIntyre  concert.  You  bought  car  seats  for  your  hospital  maternity  ward  and  provided  beanie  babies  for 
pediatric  patients  in  the  emergency  room.  You  raised  funds  for  Breast  Cancer  with  Fashions  for  a Cause.  You 
purchased  one  Caimsiris  helmet  for  firefighters  to  use  and  were  the  catalyst  for  a second  helmet  being  purchased. 
You  sold  Sacs-O-Stuff,  poinsettias,  and  greenery  to  provide  your  community  with  things  like  an  emergency  fund 
for  prescriptions  for  patients  in  need,  Christmas  goodies  for  needy  children  and  aid  for  your  abuse  shelters.  You 
hosted  Ghost  Walks  and  developed  Kids  Help  Kids,  which  involved  your  children  in  collecting  beanie  babies  for 
children  in  abuse  shelters.  You  distributed  refrigerator  magnets  with  emergency  numbers  on  them  for  the  elderly 
and  you  developed  a program  where  you  paired  elders  with  abused  children.  These  are  just  a few  of  the  things  you 
did  in  your  counties. 

For  the  State  Alliance,  you  embraced  and  supported  the  state’s  effort  to  have  the  emergency  numbers  of  our  abuse 
shelters,  our  rape  crisis  numbers,  and  our  Elder  Abuse  hot  line  number  listed  on  the  emergency  number  page  of 
every  phone  book  in  our  state.  You  all  adopted  a shelter  and  provided  shoe  boxes  filled  with  essentials  for  the 
residents.  You  attended  our  Legislative  Workshop  and  took  the  idea  of  hosting  county  receptions  home.  Now  the 
seeds  of  hosting  these  receptions  have  been  planted,  and  it  is  my  hope  that  our  legislative  efforts  will  continue. 
You  cared  about  the  future  of  medicine  in  South  Carolina  by  supporting  Rx  du  Jour,  a cookbook  produced  by  the 
alliance  for  the  benefit  of  medical  education.  Is  there  any  wonder  that  I am  overwhelmed? 

As  William  Shakespeare  said,  “We  know  what  we  are  but  we  know  not  who  we  may  be.”  I believe  we  have  great 
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things  in  us.  Like  Martin  Luther  King,  I also  have  a dream. 

I have  a dream  that  will  promote  a sense  of  good  will;  kindness  and  well  being  for  all  people — you  might  say  a 
sense  of  happiness. 

I have  a dream  that  the  best  healthcare  in  the  world  will  continue  to  be  available  to  anyone  who  needs  it. 

I have  a dream  that  health  decisions  will  be  made  by  physicians,  patients  and  families  without  the  intrusion  of  the 
government,  lawyers,  or  managed  care. 

I have  a dream  that  people  will  realize  that  you  cannot  have  the  best  without  paying  for  it. 

I have  a dream  that  physicians  and  other  health  professionals  can  provide  charitable  acts  of  kindness  freely  and 
without  fear. 

I have  a dream  that  violence  against  women,  children,  and  the  elderly  will  cease  to  occur. 

I have  a dream  that  violence  will  no  longer  be  a major  part  of  our  entertainment  and  that  our  young  and  impres- 
sionable children  will  be  protected  from  its  effects  on  television,  in  the  movies,  and  on  computers. 

I have  a dream  that  families  will  be  more  nurturing,  not  only  for  the  children,  but  also  for  spouses  and  the  elderly. 
I do  not  believe  that  it  takes  a village  to  raise  a child;  I believe  it  takes  a family.  If  we  have  to  resort  to  the  village 
the  battle  may  already  be  lost. 

I have  a dream  that  we  will  continue  to  educate  our  brightest  and  our  best  to  attend  to  our  future  health. 

I dream  that  our  spouses  will  once  again  be  portrayed  as  who  they  are — caring  and  compassionate  men  and 
women  concerned  about  the  patient,  not  the  dollar. 

I have  a dream  that  we  will  continue  to  work  together  with  legislators  to  stop  government  intrusion  into  patient 
care. 

I have  a dream  that  our  Alliance  will  continue  to  value  its  rich  history  and  experienced  members  as  well  as 
embrace  the  new  and  exciting  ideas  of  our  youth. 

I have  a dream  that  we  will  continue  to  care. 

I have  a dream  that  we  will  continue  to  share  out  time  and  talent. 

I have  a dream  that  one  day  there  will  be  no  reason  to  dare  to  change  because  we  will  have  reached  our  dream. 

And  when  my  dream  is  ended,  I believe  there  will  be  happiness. 

M.  Alexis  Alia  (Mrs.  Richard  T.) 

1998-1999  SCMAA  President 
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classifieds 


CHILD  AND  ADOLESCENT  PSYCHIATRY, 
DERMATOLOGY,  FAMILY  PRACTICE, 
ONCOLOGY,  OTOLARYNGOLOGY:  Prac- 
tice opportunities  exist  in  local  medical  facilities 
and  with  private  practice  groups  in  Orangeburg 
County  for  experienced  practitioners  and  graduat- 
ing residents/fellows.  All  positions  include  salary 
or  minimum  net  income  guarantee  and  a reloca- 
tion allowance.  Located  at  the  junction  of  1-26  and 
1-95,  35  minutes  to  Columbia  and  70  minutes  to 
Charleston.  Area  known  for  its  gardens,  golf,  hunt- 
ing and  fishing  (Lake  Marion).  Achieve  financial 
success  in  a non-competitive  environment  while 
enjoying  a superior  quality  of  life.  Contact  Dr. 
Chermol,  The  Regional  Medical  Center  at  (800) 
866-6045. 

INTERNIST,  51:  Boarded  in  Medicine,  Rheuma- 
tology. Desires  association  with  established  Inter- 
nal Medicine  or  Multi-specialty  group.  Prefer 
Greenville/Spartanburg  area  but  will  consider  all 
areas.  CV  on  request,  cell  phone:  (864)  979-2329 
or  home:  (864)  877-8213. 

MEDICAL  BILLING  SERVICES:  Wright’s 
Health  Care  Service,  a complete  electronic  billing 
service  designed  to  meet  all  your  medical  billing 
needs.  Contact  (803)  788-0903  for  a personal 
analysis  of  your  practice. 

TIS  THE  SEASON/ISLE  OF  PALMS,  SC:  No, 

it’s  not  Xmas,  but  for  those  of  us  on  the  island, 
we’re  gearing  up  for  our  best  rental  season  ever! 
If  you’ve  ever  considered  buying  a home  on  the 
island,  NOW  IS  THE  TIME,  before  our  peak  sea- 
son gets  underway.  Featured  homes  this  month  in- 
clude: 


• 3007  Palm — True  panoramic  views  from  this 
4BR/41/2  BA  second  row  home.  New  construc- 
tion. If  you’re  looking  for  the  top  of  the  line, 
this  is  it! 

• 6 Sand  Dune — Oceanfront  Beachside  4BR/ 
3BA  home  with  pool  and  tennis  access.  Great 
rental,  fully  furnished. 

Call  Connie  Gawrych  for  these  and  other  island 
properties.  881-0887.  Island  Realty  1-800-476- 

0400,  extension  252. 

WANTED:  BUSY  Santee  Bariatric  practice  seeks 
part-time  MD;  1-2  days/week  and  1-2  weekends/ 
month.  GREAT  location — golfing,  fishing  boating. 
Contact  Cass  Mullen,  111  John  Lawson  Avenue; 
Santee,  SC  29142  (803)  854-5095. 


PHYSICIANS 

Air  Force  Healthcare. 
Good  Pay. 

Professional  Respect 

Why  DoYbu 

Think  We  Say  Aim  High"? 

Experience  the  best  of  everything.  Best 
facilities.  Best  benefits.  Outstanding 
opportunities  for  travel,  30  days  vacation 
with  pay  training  and  advancement. 

For  an  information  packet  call 

1-800-423-USAF 

or  visit  www.airforce.com. 

You'll  see  why  we  say,  "Aim  High." 


AIM  HIGH 


HEALTH  PROFESSIONS 
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Matters  of  Interest 
to  South  Carolina 
Physicians.  yy 


Thornton  & Thome  give  the  medical  community  something  to  think  about  this  month. 


THE  PRICING  OF  TERM  LIFE  INSURANCE 

Prices  have  plummeted  and  product  choices  have  multiplied  over  the  last  several  years 

There  have  been  pricing  wars  in  the  term  life  insurance  marketplace  since  the  beginning  of 
this  decade.  Over  this  time,  premiums  have  plummeted,  product  choices  have  multiplied, 
and  the  number  of  underwriting  classes  has  tripled. 

New  term  insurance  legislation  (Regulation  XXX)  will  be  effective  January  1,  2000.  This 
legislation  will  negatively  affect  the  price  of  term  insurance  purchased  after  its  effective 
date.  This  legislation,  which  has  been  pending  for  a number  of  years,  was  first  planned  to 
be  effective  on  January  1,  1996. 

When  that  effective  date  didn’t  happen,  the  assumed  effective  date  was  rolled  forward; 
first  to  1997,  then  1998,  and  finally  1999  (recent  adoptions  make  the  year  2000  effective 
date  concrete).  As  the  effective  date  rolled  forward,  companies  fought  for  market  share  by 
continuously  reducing  premiums. 

The  companies  also  began  offering  term  policies  with  level  premiums  that  last  many 
years.  Policies  with  level  premiums  for  10,  15,  20,  25,  and  even  30  years  are  available. 
Premiums  have  decreased  so  much  that  premiums  for  20-year  term  today  are  about  what 
they  were  for  10-year  term  only  a few  years  ago. 

Companies  also  developed  more  underwriting  classes.  At  the  beginning  of  the  decade, 
insureds  were  classified  either  as  “smokers”  or  “non-smokers”.  Most  companies  today 
offer  at  least  “standard”  and  “preferred”  risk  classes  while  some  also  offer  a “preferred- 
plus”  class. 


All  these  classes  are  for  healthy  insureds  but  the  requirements  get  more  and  more 
stringent  to  qualify  for  the  next  class.  Estimates  are  that  approximately  50%  of  healthy 
applicants  will  be  classified  as  standard,  35%  will  be  classified  as  preferred,  and  15%  will 
be  classified  as  preferred-plus. 

The  following  premiums  can  serve  as  guidelines  for  the  various  risk  classes.  They  are 
examples  only  and  do  not  represent  any  one  company’s  products.  Premiums  are  for 
$1,000,000  of  20-Year  Term  for  an  insured  who  has  not  used  tobacco  for  at  least  3 years: 


UNDERWRITING  CLASS 

Age  40 

Age  50 

Age  60 

Standard 

$1,600 

$3,300 

$8,200 

Preferred 

$1,100 

$2,600 

$6,300 

Preferred  Plus 

$900 

$2,200 

$5,400 

These  premiums  clearly  demonstrate  the  importance  if  being  classified  in  the  best  risk 
class  for  which  you  qualify.  Underwriting  decisions  vary,  so  an  applicant  who  is  a 
standard  risk  with  one  company  may  very  well  qualify  as  a preferred  risk  with  another. 

The  advice  of  a knowledgeable  agent  who  is  familiar  with  the  underwriting  practices  of 
various  companies  is  vital  to  help  you  through  this  maze.  Quite  often,  the  company  with 
the  lowest  premium  does  not  offer  the  best  value.  There  are  many  factors  other  than  price 
that  you  should  consider. 

Regulation  XXX  will  have  a negative  impact  on  term  policies  purchased  after  its  effective 
date.  That,  and  the  fact  that  most  people  do  no  get  healthier  in  the  future,  make  today  the 
best  time  to  re-evaluate  your  term  life  insurance  needs.  The  window  of  opportunity  may 
be  very  short. 


Views  expressed  herein  are  those  of  the  authors  and  in  no  way  represent  SCMA.  We  do  not  give  tax  advice. 
Only  your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 

P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


O N A 


217  South  Shields  Road  ♦ Cohmbia,  SC  29223  ♦ 1-800-373-5692  ♦ Fax  803^99-2477 


hosting  continuing  medical  education  seminars  and  small  compatible  groups 
of  sportsmen  to  some  of  the  finest  hunting  and  fishing  locations  in  the  world. 

Sm*  ^Jyhis  year,  nearly  200  physicians,  attorneys  and  dentists  will  join 
jf  our  group  trips  to  12  locations  across  the  country 

and  in  Canada,  Mexico  and  South  America. 


ur  hosts  include  some  of  the  most  respected  sporting  authors, 
editors  & publishers  in  the  world;  there  to  insure  highly  personalized  service 
and  “no  hitch”  planning. 


•American  Educational  Institute,  Inc,  is  arrreriiTFri  by  the  Acrrerijrarirm  Cnmri]  fhr  Continuing  Mrrfc-al  Frinratirn  Tn  sponsor 
continuing  medical  education  for  physicians.  AE1  designates  this  continuing  medical  eiicaacn  activity  for  20  hours  of  Caegory 
of  the  ftrysidais  Recognition  Award  of  the  AMA.  Contact  AH  a 800-354-3507  for  further  mformation. 
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professional  Protection  Exclusively  since  1899 

To  reach  your  local  office,  call  800-344-1899. 


OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


A NOT-SO-DISTANT  MIRROR:  J.  HEYWARD 
GIBBES  ON  THE  PRACTICE  OF  MEDICINE,  1927 


JOHN  C.  HAWK,  JR.,  M.  D. 
(MAY  21,  1918  - MARCH 


Fox  Meadows  Software’s 
Practice  Clinical  Management  System 

“P/CMS” 


For  Microsoft  Windows 
95,  98,  and  NT 


Whether  it  be  their  smiling  faces  or  pictures 
and  images  that  provide  an  all  encompassing 
assessment  of  their  medical  records  and 
history,  Fox  Meadows  “P/CMS”  makes  it  all 
accessible  at  the  touch  of  a button. 


Using  easily  accessible  and 
maintainable  industry  standards  such 
as  Microsoft  Windows  and  FoxPro 
DBMS,  Fox  Meadows  has  a suite  of 
ready  to  use  application  software  to 
run  any  and  all  aspects  of  a medical  or 
clinical  practice.  The  system  can  be 
easily  customized  by  you,  providing 
immediate  results. 


f Clinical  Reporter  - User: jo  pcare 


Edit  View  Sections  Dictation  Help 


risRi 

< discrete)  CTRL+ALT  turns  mbophone  on 


Plan  | Signature 
Section!  Section 

Patient  Info  ] Subjective]  Past  Histonj  Objective]  Assessment] 


Section  Section 


lord  Objective)  Assessment) 
| Section  I Section  | 


Say  "Patient  Name".  PATIENT  NAME 
Patient  ID  or  Chart  Number?  PATIENT  ID 
Say  "SSN".  SSN 

Say  "Date  of  Birth".  DATE  OF  BIRTH 

Say  "Insurance".  INSURANCE 

Say  "Demographics".  DEMOGRAPHICS 


new-report  deieie-that  omit-this 


next-item  (take-tlie-default) 


print-and-save  skrwtute 


E 


2 


What  Can  I Sav 


demographics 
Patient  Information 
patient  name 
patient  data 
chart  number 
date  of  birth 
patient  ID 
demographics 
visit  date 
SSN 

Social  Security  Number 
insurance 

secondary  insurance 
interconnect  command? 
Sections 
Variable  Setup 
commands 


Speak  to  your  computer  and  save  time,  monthly 
transcription  fees,  and  errors  and  omissions.  Do 
Chart  Notes  using  Lernout  & Hauspie’s  voice 
recognition  system  and  medical  dictionary. 
Lernout  & Hauspie  is  one  of  the  premier  providers 
of  voice  recognition  technologies  and  is  a valued 
business  alliance  of  Fox  Meadows. 


Obviously  our  Software  includes: 

A/R  management,  appointment  scheduler,  diary  notes,  Y2K  ready,  electronic  claims  & 
statements,  supports  primary,  secondary,  tertiary,  Workers’  Comp.  & auto  coverages.  System 
includes  Medicare  correct  coding  initiative  (CCI)  & evaluation  management  edits. 


Fox  Meadows  Software  LTD. 
1-800-754-7213  or  803  736-8000 
www.foxmeadows.com 
* Call  or  download  for  our  free  demo  CD  * 


Caution:  Side  effects  may  include 
a dramatic  drop  in  levels  of  stress 


Dewees  is  a private,  oceanfront  island  minutes 
from  Historic  Charleston,  SC.  A wide,  natural 
beach  stretches  for  2V2  miles;  65  percent  of  the 
island  is  in  permanent  conservation;  a community 
limited  to  150  homesites  ever. 

Come  explore  Dewees  soon! 

Call  1-800-444-7352 

or  (843)  886-8783 
www.  deweesisland  .com 

Dewees  Island  Real  Estate,  Inc. 

Eddie  Weekley,  BIC 

Obtain  the  Property  Report  required  by  Federal  law  and  read  it  before  signing  anything. 
No  Federal  agency  has  judged  the  merits  or  value,  if  any,  of  this  property.  N.J.E.  6-96-3/2 


Dewees 

island 


A PRIVATE,  OCEANFRONT 
ISLAND  RETREAT 
DEDICATED  TO 

ENVIRONMENTAL  PRESERVATION 


ABOVE 


BEYOND 


Physicians 


You're  a successful  physician.  You’re  continually 
looking  for  new  ways  to  sharpen  your  expertise 
and  expand  your  knowledge.  If  this  describes 
you,  consider  becoming  a commissioned 
officer/physician  in  the  Air  Force  Reserve.  Here's 
what  it  can  mean  for  you: 

• An  extra  income 

• Paid  CME  activities 

• Unique  training  in  areas  such  as  Global  Medicine 

• Travel 

• New  professional  associations 

• A commitment  of  just  one  weekend  per  month  & 
two  weeks  per  year 

The  benefits  don't  stop  there.  Find  out  if  you  qualify 
for  up  to  $50,000  in  loan  repayment  and  up  to 
$30,000  in  bonuses! 

For  more  information,  call  1-800-624-5293 
Or  visit  our  web  site  at  www.afreserve.com 


APN  25-901-0028 


American  Medical  Association 

Organized  Medical  Staff  Section  (AMA-OMSS) 

invites  your  medical  staff  to  be  represented  at  the 


1999  Annual  Assembly  Meeting,  June  17-21,  in  Chicago 


If  physicians  want  to  be  effective  agents  for  change  in  improving  today's  health  care, 
they  need  a vision , a voice,  and  a victory. 

The  AMA-OMSS  looks  to  medical  staffs  across  the  country  for  a vision.  This  vision  gets  a voice  at  the  AMA-OMSS  Assembly 
Meeting.  This  voice  carries  to  the  AMA  House  of  Delegates,  is  amplified  and  acted  on  to  score  a victory  at  the  national, 
state  and/or  local  level.  This  victory  may  be  new  legislation,  health  care  policy  reform,  improved  quality  standards,  or  the 
creation  of  resources  to  help  physicians  and  their  patients  at  home. 

Be  part  of  the  process.  Send  a representative*  from  your  medical  staff  to  the  1999  Annual  AMA-OMSS  Assembly 
Meeting,  June  17-21,  in  Chicago.  There  is  no  fee  to  attend. 

OMSS  representatives  can: 

• Submit  resolutions  prior  to  the  Assembly  meeting. 

• Testify  at  Reference  Committee  hearings  and  vote  in  the  Assembly. 

• Participate  in  special  issues  forums. 

• Network  at  state  and  regional  caucuses. 

• Earn  up  to  9 hours  of  CME  credit**  (! Topics  include:  physician  compensation,  coping  with  stress,  the  computerized 
patient  record,  credentialing  for  new  procedures,  influencing  physician  behavior  through  quality  improvement 
and  cost  containment  efforts,  medical  staff  development  plans,  physician-patient  dynamics,  and  federal  and  state 
government  action.) 

For  more  information  on  how  to  register,  call  800  626-3211  and  ask  for  the  Department  of  Organized  Medical  Staff 
Services  or  e-mail  us  at  omss@ama-assn.org. 

• Must  be  an  AMA  member 

**  The  American  Medical  Association  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor  continuing  medical 
education  for  physicians. 

The  American  Medical  Association  designates  this  educational  activity  for  up  to  9 hours  in  Category  1 credit  towards  the  AMA  Physician’s 
Recognition  Award.  Each  physician  should  claim  only  those  hours  of  credit  that  he/she  actually  spent  in  the  educational  activity. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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President's  Page 


WELCOME 

In  my  installation  address  at  the  Annual  Meeting,  I covered  several  issues  that  I would  like  to  say  to  the 
readers  of  The  Journal , who  might  not  have  been  present  in  Charleston  on  April  29-May  2.  First  of  all,  you 
missed  a great  meeting.  As  usual,  the  SCMA  staff  did  a wonderful  job  of  planning  for  this  event.  A meeting 
of  this  magnitude  doesn’t  just  happen!  It  takes  months  of  preparation,  planning,  and  perseverance — and  that 
is  just  what  the  staff  did.  Under  the  able  leadership  of  CEO  Bill  Mahon  and  our  new  COO  Ron  Fitzwater,  the 
SCMA  had  a most  successful  meeting — for  the  one  hundred  and  fifty-first  time. 

The  SCMA  is  comprised  of  a myriad  of  physicians  with  different  practice  types,  practice  styles,  and  practice 
configurations.  We  have  members  who  work  for  themselves,  physicians  who  work  for  other  physicians, 
physicians  who  work  for  hospitals  in  a variety  of  arrangements.  In  other  words,  our  association  is  now  a 
melting  pot.  Our  membership  continues  to  grow  while  other  similar  organizations  shrink.  One  would  as- 
sume that  the  SCMA  is  doing  things  right!  Ours  cannot  be  an  association  providing  all  things  for  all  people 
but,  we  are  trying — and  we  have  been  successful  in  these  efforts. 

Providing  six  subsidiaries  to  serve  physicians  provides  something  for  every  physician  in  the  state.  Whether 
it  is  insurance  for  members  and  dependents  or  practice  management  services,  or  a foundation  providing 
scholarships  for  medical  students,  SCMA  has  it.  Whether  it  is  a practice  network  of  physicians  or  an  advo- 
cacy organization  offering  CME  or  a savvy  legislative  program  that  watches  out  for  the  practitioner,  SCMA 
has  it.  These  are  among  the  many  reasons  for  our  success  and  our  continued  growth.  However,  we  should 
not  sit  back  and  rest  on  our  laurels.  We  must — and  will — continue  serving  the  physicians  of  South  Carolina. 

We  physicians  occupy  special  and  unique  positions  in  our  communities.  First  of  all,  we  are  fortunate  to  have 
been  blessed  with  the  opportunity  to  have  received  the  education  we  did  to  practice  our  healing  arts  and 
science.  Lets  never  forget  from  whence  we  came  and  then  work  to  make  things  better  for  those  who  are  less 
fortunate  than  we  are.  In  future  iterations  of  this  page,  I will  discuss  other  responsibilities  that  we  as  physi- 
cians have  to  our  families,  our  practices,  our  communities,  and  to  each  other. 

Finally,  let  me  say  I truly  appreciate  the  opportunity  to  serve  this  association  as  president.  My  predecessor, 
Stephen  Imbeau  has  been  a good  friend  and  colleague  for  some  time  now  and  I admire  the  job  he  did  as 
president.  To  follow  him  in  this  position  is  an  additional  honor  and  I thank  him  for  the  good  job  he  has  done 
for  the  SCMA. 


William  H.  Hester,  M.  D. 
President 
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May  1999 

HIGHLIGHTS  OF  THE  APRIL  29-MAY  2, 1 999 
BOARD  OF  TRUSTEES  MEETINGS 


South  Carolina  Political  Action  Committee  (SOCPAC): 
The  board  elected  the  following  physician  to  the  SOCPAC 
board:  Willie  Edwards,  MD,  to  represent  the  6th  District. 

Creatine  Statement:  The  board  approved  adoption  of  the 
National  Federation  of  State  High  School  Associations’ 


position  on  drugs,  medications,  and  food  supplements, 
specifically,  the  use  of  creatine. 

Site  Acquisition:  Due  to  the  need  for  expansion  of  the 
current  SCMA  headquarters,  the  board  approved  acqui- 
sition of  a piece  of  property  off  of  Femandina  Road. 


MEDICAID  UPDATE 


Status  of  Medicaid  HMOs 

The  Department  of  Health  and  Human  Services  (DHHS) 
has  received  notice  from  HealthFirst,  Incorporated  of  its 
intent  to  voluntarily  withdraw  from  participation  in  the 
Medicaid  HMO  Program  effective  June  30,  1999. 
HealthFirst  offered  services  in  Greenville  and  Spartanburg 
counties  with  an  enrollment  of  around  500  members. 
DHHS  will  notify  HealthFirst’ s members  of  their  auto- 
disenrollment  from  HealthFirst  effective  June  30,  1999. 
Medicaid  eligibles  will  continue  to  receive  services 
through  the  Medicaid  programs  available  in  their  county 
of  residence. 

DHHS  is  currently  contracted  with  one  HMO,  Select 
Health  of  South  Carolina,  Incorporated.  The  membership 
as  of  April  1,  1999  is  8,098.  Select  Health’s  Medicaid 


enrollment  has  been  suspended  based  on  action  taken  by 
the  South  Carolina  Department  of  Insurance.  In  the  event 
that  Select  Health’s  Medicaid  participation  ceases,  recipi- 
ents will  be  provided  information  on  Medicaid  programs 
available  in  their  county  of  residence. 


Lillian  “Bunny”  Jones , New  Deputy  Director  for 
Programs 

Lillian  “Bunny”  Jones,  who  has  guided  the  development 
of  women’s  and  family  Medicaid  programs  for  the  past 
decade,  has  been  named  Deputy  Director  for  Programs 
at  DHHS  by  Director  Sam  Griswold.  Prior  to  joining 
DHHS  in  1989,  Ms.  Jones  had  been  a planner,  treatment 
consultant  and  intervention  coordinator  with  the  SC  De- 
partment of  Alcohol  and  Other  Drug  Abuse  Services. 


MEDICARE  UPDATE 


Workshop  News 

Don’t  miss  the  opportunity  to  attend  Palmetto  GBA, 
LLC’s  workshops.  They  are  packed  full  of  the  most  cur- 
rent and  accurate  information  you  need  to  file  claims  to 
Medicare  Part  B.  Please  see  their  complete  workshop 
schedule  in  the  May  Medicare  Advisory. 

Palmetto  GBA,  LLC  strives  to  offer  the  workshops  in 
convenient  locations  throughout  the  state.  It  is  important 
that  you  meet  their  registration  deadlines  because  they 
estimate  the  attendance  shortly  after  the  deadline  to  de- 
termine if  they  will  continue  with  a scheduled  workshop 
or  cancel  it.  If  you  register  late  or  show  up  at  the  door, 


you  run  the  risk  of  the  workshop  being  cancelled  without 
your  knowledge.  You  may  check  PGBA’s  website, 
www.pgba.com.  for  a current  listing  of  all  workshops. 

MSNs  No  Longer  Suppressed 

Effective  April  1,  1999,  Medicare  will  send  Medicare 
Summary  Notices  (MSNs)  to  beneficiaries  in  all  instances 
except  for  the  following  claim  types: 

• Laboratory  • Exact  duplicates 

• Demonstrations  • Statistical  adjustments 

(see  Medicare,  page  3) 


ELECTION  RESULTS  OF  OFFICERS 
AND  TRUSTEES  OF  THE  SCMA 


Following  are  the  results  of  the  elections  which  took  place  during  the 
House  of  Delegates  at  the  SCMA  1 51st  Annual  Meeting  on  Friday,  April 
29,  1999.  All  elections  were  by  acclamation. 


President-Elect: 

Secretary: 

Treasurer: 

Speaker: 

Trustee,  District  1 
Trustee,  District  1 
(Metropolitan): 

District  3: 

District  5: 

District  7: 

Young  Physicians  Section: 
AM  A Delegates: 

AM  A Alternate  Delegates: 


Roger  A.  Gaddy,  MD 
Richard  E.  Ulmer,  MD 
J.  Capers  Hiott,  MD 
Robert  M.  Sade,  MD 
Oswald  L.  Mikell,  MD 

Patrick  J.  Kelly,  MD 
Julius  Leary,  MD 
R.  Duren  Johnson,  Jr.,  MD 
Gerald  Harmon,  MD 
James  N.  Mock,  MD 
J.  Chris  Hawk,  III,  MD 
Roger  A.  Gaddy,  MD 
J.  Capers  Hiott,  MD 
R.  Duren  Johnson,  Jr.,  MD 


The  following  position  was  elected  at  House  of  Delegates  on  Sunday, 
May  2,  1999. 

Vice-Speaker:  Andrew  J.  Pate,  MD 


PHYSICIANS  CARE 
NETWORK  UPDATE 

Currently,  there  are  7,098  participating 
physician  locations,  834  participating 
ancillary  locations  and  96  participat- 
ing hospitals.  PCN  has  104  contracted 
groups  with  62,688  covered  lives.  We 
will  continue  to  provide  information  as 
contracts  are  received. 

NEW  GROUPS: 

• The  Piedmont  Club;  effective 
4/1/99 

If  you  have  questions  about  PCN, 
please  contact  Judy  Legg,  Network 
Coordinator,  PCN  at  (803)  798-6207, 
extension  257  or  statewide  at  1-800- 
327-1021.  You  can  also  send  an  e- 
mail  message  to  judy@scmanet.org. 


The  following  positions  were  elected  at  the  Board  of  Trustees  reorganization  meeting  on  Sunday,  May  2, 1999. 


Chairman  of  the  Board: 
Vice  Chairman  of 
the  Board: 

Executive  Committee 

Member-at-Large: 

Clerk: 


R.  Duren  Johnson,  MD 

Boyce  G.  Tollison,  MD 

John  P.  Evans,  MD 
James  N.  Mock,  MD 


RESOLUTIONS  ADOPTED  BY  THE  SCMA  HOUSE  OF  DELEGATES 

ON  SUNDAY,  MAY  2, 1999 

• Electronic  Claims  Filing  Fee  was  adopted  as  amended.  This  resolution  calls  for  the  SCMA  to  work  to  eliminate  the 
electronic  filing  fee  by  Companion  Technologies  through  negotiation,  legal,  regulatory  legislative  initiatives  or  any 
other  legal,  reasonable  means. 

• The  resolution  outlining  a Student  Seat  on  the  SCMA  Board  of  Trustees  was  adopted  as  amended.  The  resolution 
creates  a voting  seat  for  a member  of  the  SCMA-Medical  Student  Section  on  the  board. 

• Resource  of  Alternative  Medicine  was  adopted  as  amended.  This  resolution  calls  for  the  SCMA  Board  to  study  the 
issue  of  alternative  medicine  and  consider  the  formation  of  an  ad  hoc  committee  to  investigate  resources  of  informa- 
tion and  compile  a compendium  on  the  state  of  scientific  knowledge  regarding  alternative  health  practices  in  our 
state.  This  compendium  will  be  available  as  reference  for  physicians. 

• Preventive  Medicine  was  adopted  as  amended.  This  resolution  calls  for  the  SCMA  to  utilize  all  resources  within 
South  Carolina  and  its  delegates  to  the  AMA  to  persuade  Medicare  and  other  insurance  carriers  to  take  a more  active 
role  in  preventive  medicine,  allow  reimbursement  coverage,  and  encourage  screening  tests  which  are  necessary  for 

< ( see  Resolutions , page  3) 
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(Resolutions,  continued  from  page  1) 
a more  active  role  in  preventive  care. 

• The  resolution  involving  the  Sale  of  Non-Health  Re- 
lated Goods  From  Physicians  Offices  was  referred  to  the 
SCMA  Bioethics  Committee  for  further  development. 

• Medical  Genetics  was  adopted  as  amended.  This  reso- 
lution calls  for  genetic  services  to  be  provided  by  a South 
Carolina  licensed  physician,  preferably  an  American 
Board  of  Medical  Genetics  (ABMG)  certified/eligible 
Medical  Geneticist  and/or  a non-physician  genetic  pro- 
fessional, practicing  under  the  supervision  of  a South 
Carolina  licences  ABMG  certified/eligible  medical  ge- 
neticist and  that  the  SCMA  pursue  appropriate  legisla- 
tion to  ensure  compliance. 

• Proposed  Consolidation  of  Administrative  Functions 
was  adopted  as  submitted.  The  SCMA  will  provide  ad- 
ministrative support,  programming  direction  and  orga- 
nizational networking  for  any  county  or  specialty  soci- 
ety which  indicates  an  interest  in  this  service. 

• The  resolution  involving  Preprinted  Prescriptions  was 
adopted  as  submitted.  This  resolution  states  that  the 
SCMA  will  support  changing  the  South  Carolina  Board 
of  Pharmacy  Practice  Act  section  40-43-86(E)(8)  so  that 
more  than  one  drug  and  set  of  instructions  may  be  pre- 
printed on  a blank. 


SCMA  WORKSHOPS 

MANAGING  PRACTICE  EXPENSES  AND 
DETERMINING  COST  OF  SERVICES 
June  10,  1999 

Continuing  demands  on  physicians’  practices  for 
improved  data  and  management  information  relat- 
ing to  costs  associated  with  providing  services  have 
become  increasingly  significant  to  practice  and  phy- 
sician managers.  Patient  care  with  financial  account- 
ability is  a reality  for  survival  in  today’s  competitive 
market.  This  workshop  addresses  the  importance  of 
prudent  overhead  management  and  reducing  ex- 
penses. Participants  will  learn  techniques  and  tools  to 
help  practice  and  physician  managers  determine  the  cost 
of  providing  services.  Register  by  June  1,  1999. 

9:00  a.m.  - 4:00  p.m.;  Registration:  8:30  cum. 

Columbia,  Clarion  Town  House  Hotel 

Space  in  each  program  is  limited,  so  be  sure  to  reg- 
ister early.  If  you  have  any  questions,  please  contact 
Melissa  Hamby,  ext.  253,  at  798-6207  in  Columbia, 
or  at  (800)  327-1021- statewide,  or  by  e-mail  at 
melissa@scmanet.org. 


( Medicare , continued  from  page  1) 

Beneficiary  Right  to  Itemized  Statement 
Requirements  of  the  Law 

Effective  January  1,  1999,  section  4311(b)  of  the  Bal- 
anced Budget  Act  of  1997  gives  beneficiaries  the  right 
to  submit  a written  request  for  an  itemized  statement  from 
their  provider/ supplier  for  any  Medicare  item  or  service. 
The  law  requires  that  you  furnish  the  itemized  statement 
within  30  days  of  the  request,  or  be  subject  to  a civil 
monetary  penalty  of  $ 100  for  each  unfulfilled  request.  If 
an  itemized  statement  is  received,  the  beneficiary  may 
request  the  Medicare  contractor  to  review  specific  issues 
(i.e.,  services  not  provided,  billing  irregularities,  and  ap- 
propriate measures  to  recover  any  amount  inappropri- 
ately paid). 

On  April  1, 1999,  the  Medicare  Summary  Notice  (MSN) 
began  to  include  the  following  statement:  “You  have  a 
right  to  request  an  itemized  statement  which  details  each 
Medicare  item  or  service  which  you  have  received  from 
your  physician,  hospital  or  any  other  health  supplier  or 
health  professional.  Please  contact  them  directly  if  you 
would  like  an  itemized  statement.” 


Guidance  Concerning  the  Format  and  Substance  of  the 
Itemized  Statement 

Included  below  are  suggestions  regarding  the  types  of 
information  that  might  be  helpful  for  the  beneficiary  to 
receive  on  an  itemized  statement.  These  are  recommen- 
dations only.  Since  most  of  you  have  established  an  item- 
ized billing  system  for  internal  accounting  procedures  and 
billing  of  other  payers,  the  furnishing  of  an  itemized  state- 
ment should  not  pose  a significant  additional  burden. 
However,  some  of  you  may  not  regularly  create  or  fur- 
nish hardcopy  itemized  statements  and  may  wish  to  reex- 
amine your  internal  billing  and  tracking  process  to  en- 
sure that  it  has  the  capability  to  comply  with  this  new 
requirement.  You  should  not  charge  beneficiaries  for  the 
itemized  statement. 

Itemized  Statement  Recommendations: 

• Name  of  beneficiary 

• Number  of  services  furnished 

• Date(s)  of  services 

• Description  of  item  or  service  furnished 

• Provider/supplier  charges 

• An  internal  reference  or  tracking  number 
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LIVE  BIRTH  REPORTING  REQUIREMENTS 


On  Thursday,  April  15,  1999,  the  South  Carolina  Medi- 
cal Association’s  Maternal,  Infant,  and  Child  Health  Com- 
mittee heard  a presentation  by  Buddy  Hudson.  Hudson  is 
DHEC’s  Director  of  Public  Health  Statistics  and  Infor- 
mation Systems,  as  well  as  the  State  Registrar  for  Vital 
Records.  Included  in  his  presentation  was  the  state’s  defi- 
nition of  live  births  and  fetal  deaths  that  was  adopted  in 
South  Carolina  in  1995. 

“Live  Birth ” means  the  complete  expulsion  or  extraction 
from  its  mother  of  a product  of  human  conception,  irre- 
spective of  the  duration  of  pregnancy , which,  after  such 
expulsion  or  extraction,  breathes,  or  shows  any  other  evi- 
dence of  life  such  as  beating  of  the  heart,  pulsation  of  the 
umbilical  cord,  or  definite  movement  of  voluntary 
muscles,  whether  or  not  the  umbilical  cord  has  been  cut 
or  the  placenta  is  attached.  Heartbeats  are  to  be  distin- 
guished from  transient  cardiac  contractions;  respirations 
are  to  be  distinguished  from  fleeting  respitory  efforts  or 
gasps. 


Reporting  Requirements: 

All  live  births  are  to  be  reported  regardless  of  the  length 
of  gestation,  weight,  or  viability. 

South  Carolina  adopted  this  model  effective  May  11, 
1995. 

“Fetal  Death ” means  death  prior  to  the  complete  expul- 
sion or  extraction  from  its  mother  of  a product  of  human 
conception,  irrespective  of  the  duration  of  pregnancy,  and 
which  is  not  an  induced  termination  of  pregnancy.  The 
death  is  indicated  by  the  fact  that  after  such  expulsion  or 
extraction,  the  fetus  does  not  breathe  or  show  any  other 
evidence  of  life  such  as  beating  of  the  heart,  pulsation  of 
the  umbilical  cord,  or  definite  movement  of  voluntary 
muscles.  Heartbeats  are  to  be  distinguished  from  tran- 
sient cardiac  contractions;  respirations  are  to  be  distin- 
guished from  fleeting  respitory  efforts  or  gasps. 

South  Carolina  adopted  the  model  definition  effec- 
tive May  1995. 

Although  these  definitions  are  not  new,  all  members 
of  the  medical  community  do  not  use  the  standardized 
reporting  requirements. 


MARK  YOUR  CALENDAR 

“Medical  Aspects  of  Addiction” 

A Conference  on  Medical  and  Substance 
Abuse  Professionals 

June  11-12,  1999 

Kingston  Plantation  Embassy  Suites  Hotel 
Myrtle  Beach,  South  Carolina 

Sponsored  by  the  SC  Society  of  Addiction  Medicine, 
SC  Department  of  Alcohol  and  Other  Drug  Abuse 
Sendees  (DAODAS),  SC  Association  of  Alcoholism 
and  Drug  Abuse  Counselors,  and  SC  Association 
of  Prevention  Professionals  and 
Advocates 

For  information,  please 
contact  Madelaine  Miller, 

DAODAS, 

(803)  734-9585, 
or  Lou  Shumate, 

DAODAS, 

(803)  734-9548 


IS  YOUR  OFFICE  READY  FOR 

Y2K? 

PMSI  can  help!  Let  us  come  into  your  office  and  review 
your  computer  system  to  help  you  determine  whether  your 
office  can  handle  the  year  2000  bug.  This  kind  of  sys- 
tems analysis  is  key  to  a safe  transition  into  the  new 
millenium.  If  there  is  a problem,  let  us  help  you  discover 
and  correct  it  before  the  bug  gets  you.  For  more  inf  or- 
motion , call  Anne  Harvin  Gavin  at  (800)  327-1021 , ex- 
tension 260. 

WANT  TO  KNOW  HOW 
YOU  STACK  UP  WITH  YOUR 
E & M UTILIZATION? 

While  the  key  to  selection  of  any  CPT  code  should  be  the 
supporting  documentation,  evidence  of  undercoding  may 
indicate  possible  lost  revenues.  On  the  flip  side, 
overcoding  may  indicate  the  possibility  of  potential  li- 
ability issues.  Let  us  compare  your  distribution  of  E & 
M services  with  expected  patterns  found  in  national  dis- 
tribution information  for  your  specialty.  We  will  provide 
you  with  both  a numerical  and  graphical  analysis  of  the 
comparison  and  you  can  see  just  how  you  really  do  stack 
up.  For  more  information , call  Anne  Harvin  Gavin  at 
(800)  327-1021,  extension  260. 
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A NOT-SO-DISTANT  MIRROR:  J.  HEYWARD  GIBBES 
ON  THE  PRACTICE  OF  MEDICINE,  1927 

CHARLES  S.  BRYAN,  M.  D.* 


J.  Heyward  Gibbes  was  the  first  physician  in  Co- 
lumbia to  limit  his  practice  to  Internal  Medicine 
and  the  first  South  Carolinian  to  be  elected  a fel- 
low in  the  American  College  of  Physicians.  A bril- 
liant diagnostician,  he  exemplified  the  ideal  of  the 
physician  as  scholar,  humanitarian,  and  civic  leader. 
The  redoubtable  Dr.  John  Eager  Howard  of  Balti- 
more once  exclaimed,  “I  cannot  imagine  a man  as 
smart  as  Heyward  Gibbes.”  Dr.  William  W.  Ball, 
former  editor  of  both  The  State  and  The  News  and 
Courier , called  Gibbes  “one  of  the  wisest  of  all 
South  Carolinians.”  Gibbes’s  career  in  private  prac- 
tice spanned  nearly  half  a century — from  1913  until 
shortly  before  his  death  in  1962 — during  which  sci- 
entific medicine  in  the  United  States  came  into  full 
blossom.  His  meticulous  account  of  what  he  con- 
sidered to  be  a typical  day  on  December  8,  1927, 
offers  a not-so-distant  mirror  to  the  joys  and  frus- 
trations of  medical  practice  in  our  own  era. 

JAMES  HEYWARD  GIBBES  AND  THE 
MEDICINE  OF  HIS  TIME 

The  details  of  Gibbes’s  life  have  been  previously 
summarized.12  He  was  bom  in  Charleston  on  Sep- 
tember 7, 1 888,  of  a prominent  South  Carolina  fam- 
ily whose  members  included  Dr.  Robert  Wilson 
Gibbes  (1809-1866),  his  grandfather,  who  was 


* Address  correspondence  to  Dr.  Bryan  at  2 
Medical  Park,  Suite  502,  Columbia,  SC  29203 


South  Carolina’s  Surgeon  General  during  the  Con- 
federacy. The  death  of  an  older  brother  at  age  8 of 
typhoid  fever  probably  turned  Heyward’s  interest 
toward  medicine  at  an  early  age.  At  age  15,  Gibbes 
worked  part-time  in  the  office  of  another  Dr.  Rob- 
ert W.  Gibbes  and  his  two  partners.  Gibbes  later 
described  the  prevailing  conditions: 

At  that  time,  in  the  year  1903,  there  were  two 
hospitals  in  Columbia — the  Columbia  Hospi- 
tal and  a hospital  for  Negroes  operated  by  Dr. 
Matilda  Evans.  Both  of  these  hospitals  might 
be  spoken  of  as  having  been  primitive,  and 
the  care  of  the  sick  in  them  was  of  a similar 
nature.  I remember  many  of  the  doctors  who 
were  practicing  in  Columbia  at  that  time,  and 
I recall  them  as  men  of  fine  ideals  and  good 
intentions.  It  is  no  reflection  on  them  to  say 
that  their  medicine  and  surgery,  as  judged  by 
present-day  standards  [1955],  was  crude.  . . . 
The  cause  of  disease  was  in  large  part  un- 
known, pathological  anatomy  was  just  begin- 
ning to  come  of  age,  pathological  physiology 
was  a relatively  unexplored  field,  the  biologi- 
cal responses  to  infection  and  to  other  forms 
of  invasion  were  just  beginning  to  be  studied, 
the  matter  of  deficiency  diseases  was  an  un- 
known wilderness,  the  application  of  chemis- 
try and  physics  to  clinical  medicine  belonged 
entirely  to  the  future,  and  aseptic  surgery  was 
in  swaddling  clothes.  The  treatment  of  disease 
was  empirical  and  individualistic.  The  nearest 
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FIGURE  1 — James  Heyward  Gibbes  as  a young  physician. 


approach  to  rationality  in  this  field  was  phi- 
losophy rather  than  medicine — for  there  was 
not  enough  science  to  lift  medicine  out  of  the 
doldrums.3 

Despite  these  misgivings,  he  chose  to  study  medi- 
cine. 

Gibbes’ s ability  to  excel  in  anything  he  under- 
took became  apparent  in  college.  He  had  the  unique 
distinction  of  receiving  letters  in  football  from  both 
Clemson  College  (which  he  attended  for  one  year) 
and  the  University  of  South  Carolina  as  a drop- 
kick  specialist — once  succeeding  from  47  yards, 
equivalent  to  a 53-yard  field  goal  without  a holder. 
He  also  played  varsity  baseball.  Graduating  Phi 
Beta  Kappa,  he  went  to  Baltimore  and  the  Johns 
Hopkins  University  School  of  Medicine.  There  he 
was  influenced  especially  by  the  personage  of  Wil- 
liam Henry  Welch  and  by  the  legacy  of  William 
Osier,  whom  he  saw  on  a single  occasion.  In  1912 
he  graduated  sixth  in  a distinguished  class  and  then 


went  abroad  to  study  for  a year  in  England 
and  in  Germany,  where  he  was  impressed  by 
the  neatness  and  efficiency  of  the  medical  clin- 
ics. Like  Osier  years  before,  he  was  nearly 
verdeutsched  to  the  extent  that  he  would  some- 
times say  of  World  War  I that  the  United  States 
had  fought  the  wrong  country. 

In  1913  Gibbes  returned  to  South  Carolina, 
married  Eugenia  Felder  Salley  of  Orangeburg 
and  entered  private  practice  (Figure  1).  He 
found  conditions  somewhat  better  compared 
to  ten  years  earlier: 

When  I came  back  to  Columbia  in  1913  to 
practice  medicine,  even  more  advances  had 
been  made.  Under  the  leadership  of  Dr. 
Legrande  Guerry,  surgery  had  been  raised 
to  a position  of  dignity  and  solid  accom- 
plishment. Dr.  J.  J.  Watson  had  largely 
graduated  from  general  practice  to  Internal 
Medicine.  He  was  fond  of  saying  that  he 
had  learned  his  medicine  in  back-yards  and 
alleys.  No  matter  where  he  got  it,  he  was 
one  of  the  keenest  clinicians  that  I have  ever 
known.  Under  their  influence,  together  with 
that  of  Dr.  William  Weston,  Sr.,  the  hospital 
conditions  here  had  vastly  improved,  and 
medicine,  as  a whole,  was  on  a fairly  high 
plane.  Of  course,  in  retrospect,  many  defi- 
ciencies could  be  pointed  out.  It  is  safe  to 
say,  however,  that  medicine  in  Columbia, 
in  Charleston,  and  in  several  other  sections 
of  South  Carolina,  has  become  progressive, 
and  it  has  continued  to  follow  this  course 
ever  since.3 

Gibbes  agonized  over  whether  to  volunteer  for 
World  War  I until  he  was  advised  by  General  Wil- 
liam Crawford  Gorgas  in  Washington  that  his  “lo- 
cal activities  would  be  of  more  value  just  now  and 
that  he  would  direct  me  into  active  service  should 
the  occasion  arise.”  4 This  proved  to  be  an  under- 
statement. 

Gibbes  served  his  community  in  many  ways  dur- 
ing his  long  career.  During  World  War  I he  served 
as  a contract  surgeon  for  the  U.  S.  Army  and  was  a 
member  of  the  State  Committee  on  Red  Cross 
Medical  Service  and  of  the  Medical  Advisory 
Board  of  the  South  Carolina’s  sixth  district.  From 
1934  until  1962  he  served  as  Chief  Medical  Con- 
sultant at  the  Veterans  Administration  Hospital  in 
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Columbia,  where  the  residents  habitually  tried  to 
stump  him  but  seldom  succeeded.  From  1926  un- 
til 1961  he  served  on  his  district’s  School  Board, 
including  20  years  as  chairman.  When  he  stepped 
down  it  was  remarked  that  he  had  been  the  man 
behind  the  scenes  for  progressive  changes.  Al- 
though he  resisted  integration  of  the  public  schools, 
he  was  generally  regarded  to  be  a political  moder- 
ate and  he  introduced  measures  to  reduce  the  dis- 
crimination in  pay  for  African  American  teachers.5 
He  served  as  president  of  the  South  Caroliniana 
Library  Society  for  ten  years.  He  also  worked  to 
improve  public  transportation  in  Columbia.6  In 
1935  Gibbes  was  seriously  considered  for  the  presi- 
dency of  the  University  of  South  Carolina. 

But  for  all  his  public  involvement,  Gibbes  was 
first  and  foremost  a physician.  In  1955  he  remi- 
nisced: 

In  the  fifty-two  years  since  my  introduction  to 
medicine  in  South  Carolina,  I should  say  that 
the  Medical  Profession  of  this  State  had  pro- 
gressed just  as  medicine  itself  has  done.  This 
has  come  about  through  progress  in  pure  sci- 
ence, through  the  development  of  a science 
peculiar  to  medicine,  through  the  adjustment 
of  medical  education  to  these  changes  through 
the  improvement  of  hospital  facilities,  and 
through  the  adjustment  of  medical  education 
to  these  changes,  through  the  improvement  of 
hospital  facilities,  and  through  the  dissemina- 
tion of  knowledge  by  medical  journals  repre- 
senting societies  and  special  groups.  . . . The 
medical  organizations  of  this  State  would  seem 
to  be  on  a solid  basis,  so  that  the  progress  that 
we  can  recognize  in  the  past  fifty  years  should 
go  steadily  forward — and  at  an  accelerated 
rate.3 

He  suggested  that  the  major  deficiency  in  South 
Carolina  medicine  was  in  clinical  investigation  but 
that  “it  is  not  too  much  to  hope  that  the  develop- 
ments in  our  Medical  College  may  remedy  this.” 
The  latter  remark  was  probably  an  allusion  to  the 
opening  that  year  of  what  is  now  the  Medical  Uni- 
versity Hospital,  a turning  point  in  the  evolution 
of  clinical  investigation  in  South  Carolina. 

GIBBES  AS  A PHYSICIAN  AND  HIS 
MEDICAL  WRITINGS 

Although  he  spent  his  career  in  private  practice, 


FIGURE  2 — Gibbes’s  bookmark  indicates  his  belief 
in  a balanced  life  with  emphasis  on  learning  (Univer- 
sity of  South  Carolina,  OBK;  Johns  Hopkins  Univer- 
sity School  of  Medicine,  AQ  A;  science,  sports,  and  bird 
dogs.) 

Heyward  Gibbes  epitomized  the  scientific,  inves- 
tigative spirit  that  infused  American  medicine  dur- 
ing the  first  half  of  the  20th  Century.  His  national 
reputation  was  evident  in  his  election  in  1927  to 
the  American  Clinical  and  Climatological  Asso- 
ciation, and  he  served  as  vice-president  of  the  Johns 
Hopkins  Medical  and  Surgical  Association.  His 
bibliography  (Appendix  I)  would  be  the  envy  of 
many  full-time  academicians. 

Case  reports  published  in  national  journals  on 
such  subjects  as  cerebrospinal  fluid  rhinorrhea  and 
tick  paralysis  attest  to  his  diagnostic  abilities.7"8  His 
more  impressive  papers,  however,  reflect  careful 
evaluations  of  consecutive  patients  aimed  at  an- 
swering clinical  questions.  Thus  his  1929  paper  on 
heart  murmurs,  published  in  the  American  Heart 
Journal , was  based  on  observations  from  1,166 
consecutive  office  examinations.  He  concluded  that 
innocent  murmurs  were  more  common  than  was 
generally  thought  at  the  time.9  Similarly,  his  1931 
paper  on  brucellosis,  published  in  the  Southern 
Medical  Journal , was  based  on  serologic  speci- 
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mens  obtained  from  100  consecutive  office  patients. 
The  results  confirmed  his  suspicion  that  serologic  tests 
for  brucellosis  were  poorly-standardized  and  the 
results  often  misleading.10  He  also  tabulated  data 
from  his  practice  pertaining  to  syphilis,  infectious 
arthritis,  hookworm,  hypertension,  diabetes  melli- 
tus,  and  other  problems. 

Gibbes’s  published  essays  testify  to  his  com- 
mitment to  what  is  now  called  the  biomedical 
model  of  disease  and  specifically  to  the  German 
notion  of  innere  Medizin,  which  became  the  basis 
for  Internal  Medicine.  He  wrote  that 

the  physical  diagnosis  of  disease  is  to-day 
based  upon  the  naturalistic  conception  that  all 
disease  has  a natural  origin,  runs  a natural 
course,  produces  natural  reactions  in  the  body, 
results  in  natural  changes  in  the  body  tissues 
and  terminates  by  processes  that  are  rationally 
understandable  and  detectable The  sci- 

ences of  physics,  chemistry,  and  biology  have 
widened  the  scope  of  diagnostic  medicine  and 
have  led  to  scientific  certainty  in  many  of  its 
investigations.  Of  course,  with  all  this,  much 
yet  remains  to  be  done.11 

In  the  same  essay,  however,  he  payed  homage  to 
the  art  of  medicine,  “the  personal  equation  of  the 
physician  in  diagnostic  medicine.”  When  he  men- 
tioned “the  mental  and  emotional  fields  of  diag- 
nostic medicine”  that  “do  not  lend  themselves  to  . 


. . scientific  approaches,”  he  was  alluding  to  what 
we  now  call  the  biopsychosocial  model  of  disease. 
Gibbes  often  reflected  on  patients’  psychological 
vulnerabilities,  their  susceptibility  to  iatrogenic 
diseases,  and  their  misguided  use  of  alternative 
therapies.  His  thinking  about  these  issues  can  be 
traced  to  1912,  the  year  he  graduated  from  medi- 
cal school,  when  he  purchased  a copy  of  Oliver 
Wendell  Holmes’s  Medical  Essays  and  underlined 
the  following  passage: 

On  the  natural  history  side,  medicine  is  a sci- 
ence; on  the  curative  side  chiefly  an  art.  This 
is  implied  in  Hufeland’s  aphorism:  “The  phy- 
sician must  generalize  the  disease  and  indi- 
vidualize the  patient.”12 

This  dualism  is  strikingly  apparent  in  his  diary. 

GIBBES  AND  THE  THEORY  AND 
PRACTICE  OF  MEDICINE  AS  REVEALED 
BY  HIS  DIARY 

Gibbes’s  diary  of  December  8,  1927  reveals  the 
importance  he  attached  to  self-discipline  and  to 
leading  a balanced  life  (Figure  2).  By  rising  early 
and  reading  medicine  for  one  hour,  he  kept  up  with 
the  medical  literature  despite  living,  as  he  put  it, 
“a  relatively  isolated  medical  life.”  He  once  re- 
marked that 

if  discipline  is  not  fundamental  to  man’s  hope 
of  excellence,  I do  not  know  of  any  manner 


FIGURE  3— Gibbes  with 
a bird  dog  (possibly  his 
favorite  setter,  Comet.) 
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by  which  he  can  develop  excellence.  Disci- 
pline has  to  come  from  the  outside  in  the  early 
phase  of  man’s  life,  and  is  of  little  value  un- 
less it  results  in  discipline  from  the  inside.  Any 
concept,  to  my  mind,  that  does  not  put  the  em- 
phasis on  the  requirement  of  discipline  is  a 
farce  and  a failure.2 

He  felt  strongly  that  every  day  should  include 
physical  activity,  ideally  out-of-doors,  and  it  was 
thus  typical  of  him  that  on  this  December  day  he 
went  bird  hunting  in  the  afternoon.  It  was  some- 
times debated  which  he  loved  most — his  books  or 
his  bird  dog  (Figure  3).  When  he  reluctantly  agreed 
to  have  his  portrait  painted,  he  chose  the  books  (Fig- 
ure 4).  Gibbes  had  one  of  the  finest  private  librar- 
ies in  Columbia;  his  favorite  volume  was  Laurence 
Sterne’s  Tristram  Shandy  which  he  treasured  es- 
pecially for  a passage  on  the  beneficence  of  hobby- 
horses.13 

In  his  “typical  day”  in  December  1927  Gibbes 
encountered  several  diseases  for  which  we  now 
have  antimicrobial  therapy:  gonorrhea,  liver  ab- 
scess, typhoid  fever,  and  hookworm.  Other  diseases 
such  as  diabetes  mellitus,  heart  failure,  and  major 
depression  can  also  be  treated  much  more  effec- 
tively than  was  then  the  case.  The  physician’s  per- 
sonality assumes  greater  importance  when 
therapeutic  options  are  limited.  If  Gibbes  comes 
across  as  an  authoritarian  personality,  he  also  seems 
genuinely  committed  to  guide  his  patients  toward 
“a  higher  and  a better  plane”  of  living. 

Not  one  to  hide  his  superior  intelligence  and 
ability,  Gibbes  was  not  always  popular  with  his 
fellow  physicians.  Moreover  his  expressed  concern 
about  the  quality  of  the  local  hospitals  engendered 
animosity  in  several  quarters.  From  his  diary  it  is 
apparent  that  other  prominent  physicians  tried  to 
enlist  him  in  their  battles  with  the  hospital’s  hier- 
archy. Thus  Drs.  Robert  Seibels  and  William  Boyd 
sought  his  aid,  whereupon  Gibbes  offered  to  help 
“if  the  trustees  are  really  anxious  to  improve  con- 
ditions.” Whether  Gibbes’s  aid  was  solicited  is 
unrecorded.  He  served  as  president  of  the  Colum- 
bia Medical  Society,  but  had  little  interest  in  medi- 
cal politics  and  apparently  never  served  as 
chief- of- staff  at  any  of  the  Columbia  hospitals  de- 
spite his  prominence  in  South  Carolina  medicine. 

He  did,  however,  reflect  on  the  nature  of  a medi- 
cal community.  On  the  one  hand  he  could  exult: 


FIGURE  A — Having  reluctantly  consented  to  a formal 
portrait,  Gibbes  chose  to  have  it  done  in  his  library,  to 
wear  the  necktie  of  the  Pithotomy  Club  (an  under- 
graduate medical  school  club  at  Johns  Hopkins)  and 
to  hold  Laurence  Sterne’s  Tristram  Shandy. 

Medicine  is  beyond  the  scope  of  any  indi- 
vidual. A well  regulated  medical  community. 
. . reminds  one  of  a delicately  adjusted  piece 
of  machinery,  the  efficiency  of  the  integral 
parts  being  necessary  to  the  proper  working 
of  the  whole.  14 

On  the  other  hand,  he  could  lament: 

I believe  the  saddest  phase  of  a physician’s 
experience  is  found  in  the  lack  of  good-fel- 
lowship, and  the  internal  wranglings  and  dis- 
sensions that  mark  their  relations  with  each 
other.  This  condition  is  too  wide-spread,  ex- 
tending over  too  great  a space  of  time,  to  al- 
low of  an  explanation  by  reasons  that  exist 
outside  of  the  profession  itself.  It  has  made 
the  physician  unhappy,  and  it  has  caused  the 
public  to  look  askance  upon  a group  of  men 
for  whom  individually  they  entertain  affection 
and  admiration.  It  has  resulted  in  the  forma- 
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tion  of  a so-called  code  of  ethics  which  the 
laity  have  come  to  look  upon  as  highly  artifi- 
cial and  to  distrust  because  of  their  feeling  that 
under  its  dictates  the  interests  of  the  physician 
are  too  often  conserved  at  the  expense  of  the 
patient’s.15 

Gibbes  seemed  to  have  begun  his  day  on  an  opti- 
mistic note,  but  to  have  ended  it  somewhat  de- 
pressed. Perhaps  this  was  prompted  by  the  two 
after-hours  intrusions  on  his  time  concerning  mat- 
ters about  which  he  could  do  relatively  little.  A 
perfectionist  by  all  accounts,  Gibbes  must  have  felt, 
as  physicians  still  feel  today,  a large  measure  of 
frustration  when  he  could  do  so  little  to  help  his 
friends  in  dire  straits.  Thus  he  went  to  bed  wonder- 
ing “if  I had  to  do  it  over  again,  whether  I should 
choose  clinical  medicine  as  a life’s  work.” 

As  the  years  progressed,  Gibbes  continued  to 
make  short  diary  entries  from  time  to  time.  On  June 
10,  1962,  he  noted  after  a dinner  celebrating  his 
48th  wedding  anniversary  that  “we  have  had  a 
happy  & affectionate  life  together  & I think  that 
we  are  dangerously  near  to  being  satisfied  with  our 
family  & general  surroundings.  It  seems  to  me  that 
I am  aging  a little  more  rapidly  than  she  is.”  Five 
months  later,  on  November  15,  he  died  after  a short 
illness.  He  was  eulogized  as  one  of  the  outstand- 
ing men  of  his  day.  An  editorialist  for  The  State 
newspaper  remarked  that  “the  accumulated  ben- 
efits to  a community  and  state  from  the  talents  and 
spirit  of  a man  such  as  Dr.  J.  Heyward  Gibbes  defy 
precise  weighing. . . [which  is]  the  ultimate  tribute 
to  the  results  from  his  services.”17  Gibbes  might 
have  found  solace  in  this  tribute  he  once  gave  a 
friend: 

The  very  virtues  which  we  possess  are  in  large 
part  the  gifts  that  our  friends  have  made  to  us, 
for  their  idealistic  thought  and  conduct,  being 
admired  by  us,  become  a part  of  our  own 
thought  and  conduct  through  imitation  and 
emulation.16 
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APPENDIX  II 

A MEDICAL  DAY  IN  SOUTH  CAROLINA:  DECEMBER  8, 1927 
J.  HEYWARD  GIBBES,  M.D. 


7 A.M. 

I am  at  my  desk,  pencil  and  note  paper  at  hand, 
skimming  through  the  pages  of  medical  journals, 
abstracting  an  article  now  and  then,  and  mildly 
wondering  why  so  many  crimes  against  style  and 
proper  writing  should  be  committed  in  the  name 
of  medical  science.  During  my  interne  days  at  Johns 
Hopkins  Dr.  Wm.  Welch  had  told  me  that  the  way 
to  read  medical  articles  was  to  read  the  conclusions 
first,  and  then  go  back  to  the  body  of  the  article  if 
the  conclusions  seemed  to  be  of  sufficient  impor- 
tance to  warrant  a testing  of  their  soundness.  This 
advice  had  stood  me  in  good  stead.  It  had  enabled 
me  to  keep  in  fairly  close  touch  with  medical  lit- 
erature and  the  advances  of  medical  science  even 
while  leading  a relatively  isolated  medical  life.  An 
hour  spent  at  my  desk  each  morning  served  to  dis- 
pose of  some  fourteen  journals  in  the  course  of  a 
month. 

After  breakfast,  I begin  my  professional  activi- 
ties of  the  day  at  Miss  Eastway’s  Rest  Home.  This 
is  a comfortable  little  cottage,  tastefully  arranged, 
and  administered  in  a kindly  manner  by  its  own 
competent  and  soft-hearted  owner.  This  little  in- 
stitution is  especially  suited  to  the  management  of 
nervous  patients  or  those  who  need  dieting.  It 
avoids  most  of  the  smells  and  noises  of  general 
hospital,  and  the  atmosphere  is  much  more  condu- 
cive to  quietude  of  mind  and  spirit — for  everyone 
except  the  doctor. 

8:30  A.M. 

“Good  morning,  Miss  Eastway.” 

“Well,  Rosa,  how  are  all  of  the  patients  this 
morning?” 

“They  are  about  as  usual,  Dr.  Gibbes.  All  of  them 
rested  pretty  well  except  Mrs.  H.  She  took  her  pack 
and  luminal  at  8 o’clock  and  then  rang  her  bell  off 
and  on  during  the  night.  She  said  that  the  noises 
worried  her.” 

“Very  well,  you  go  ahead  with  your  plans  for 
breakfast.  I shall  see  them  and  let  you  know  if  I 
need  anything.” 

“Hello  Mr.  D.  I hope  you  give  a good  report  of 
yourself  this  morning.” 


“Doctor,  I had  a pretty  rough  night  of  it.  Dr.  [M. 
H.]  Wyman  massaged  my  prostate,  stripped  my 
seminal  vesicles  and  passed  some  sounds  on  me 
yesterday  afternoon,  and  I had  more  or  less  pain 
with  a desire  to  pass  urine  rather  frequently.  But  I 
know  that  all  of  this  will  ultimately  do  me  good 
and  I can  stand  it.  Do  you  think  that  this  treatment 
will  finally  make  my  sexual  power  stronger?  You 
know  I have  been  having  trouble  with  losing  my 
erection  just  as  I am  ready  to  enter.  It  seems  to  be 
hard  enough  before  hand,  but  gets  soft  just  at  the 
wrong  time.” 

“Yes,  I have  no  doubt  but  that  he  will  help  you  a 
great  deal.  Of  course,  you  must  realize  that  chronic 
gonorrhoea  many  times  presents  a serious  prob- 
lem and  requires  time  and  patience  for  treatment. 
You  are  in  good  hands  and  can  be  assured  of  the 
best  possible  results.  Just  turn  the  matter  over  to 
Dr.  W.,  and  do  not  try  to  think  too  much  about  it 
yourself.  Your  efforts  to  analyze  your  own  physi- 
cal problems  will  do  no  good  and  will  simply  tend 
to  worry  you.” 

“Yes,  sir,  I realize  the  truth  of  what  you  say,  and 
am  quite  willing  to  do  as  you  suggest.  But  you  know 
I have  suffered  so  much  and  so  long  that  my  whole 
nervous  system  is  shot  to  pieces.  If  I can  ever  get 
to  where  I can  sleep  again  and  my  digestion  will 
straighten  out,  I believe  that  I can  be  a man  again. 
But  you  know  that  cold  pack  seemed  to  bring  on 
asthma  and  I had  to  use  my  atomizer  off  and  on  all 
night.  Don’t  you  think  I might  get  along  without 
the  pack  for  a night  or  two?  And  what  do  you  think 
of  my  taking  the  somnos  that  I brought  with  me  for 
a night  or  so?  It  is  almost  the  only  way  that  I can 
get  any  sleep.” 

“Mr.  D.,  we  have  not  done  more  than  make  a 
start  with  you.  You  must  remember  that  I told  you 
in  the  beginning  that  our  efforts  to  change  what 
have  come  to  be  systematized  bad  habits  in  you 
were  certain  to  be  something  of  a trial  for  you,  that 
you  had  been  following  the  path  of  least  resistance 
so  long  that  your  will  and  manhood  had  been  im- 
paired, and  that  you  would  from  time  to  time  beg 
to  go  back  to  the  easy  means  that  you  had  been 
using  to  find  comfort.  But  I also  pointed  out  to  you 
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that  this  easy  way  is  not  the  right  way  and  that  from 
it  you  can  expect  no  improvement  nor  any  perma- 
nent betterment  of  your  condition.  Your  genital 
condition  is  now  a relatively  small  part  of  your 
problem.  It  is  character  building,  resistance  to  easy 
things,  and  the  making  of  a man  that  you  and  I are 
striving  for.  You  are  certainly  not  ready  to  throw  it 
all  overboard  after  this  short  trial.  You  know  there 
is  a hymn  which  tells  you  to  fight  manfully  on- 
ward and  that  each  victory  will  help  you  some  other 
to  win.  What  about  it?  Are  you  ready  to  quit  or  to 
let  me  guide  you  onto  a higher  and  a better  plane 
than  you  have  been  living  on  for  the  past  few 
years?” 

“Doc,  you  are  right!  I know  that  I have  lost  my 
grip,  and  I mean  to  get  it  back.  I am  going  to  leave 
it  to  you,  but  please  make  it  as  easy  for  me  as  you 
can.” 

“All  right,  old  man,  you’ve  got  the  stuff  in  you 
and  together  we  shall  bring  it  out.  Have  a good 
day  and  you  will  sleep  better  tonight.  Don’t  forget 
to  eat  a plenty.  You  are  well  under  weight,  and  an 
improvement  in  this  respect  will  help  us  a lot  in 
what  we  are  doing.  So  long.” 

“Mrs.  H.,  how  are  you  today?” 

The  patient  is  a fat,  middle-age  woman  lying 
stiffly  in  bed,  eyes  closed  and  an  expressionless 
face.  In  response  to  the  morning’s  greetings  the  eye- 
lids are  slowly  lifted  and  then  allowed  to  close 
again.  No  change  of  countenance  and  no  verbal 
response. 

“What  is  the  matter,  Mrs.  H.,  are  you  talking 
today?” 

“I  am  too  weak.” 

“You  certainly  do  not  look  the  part.” 

“But  the  noise  is  too  bad.  The  trains,  the  trains! 
They  run  all  night.  Move  me,  move  me  where  I 
can’t  hear  them  trains.” 

“Now,  Mrs.  H.  listen  to  me.  Do  you  want  to  get 
well?” 

“Yes.  But  I can’t  stand  the  noise.  I am  this  way 
from  over-work.  Just  kept  going  when  I should  have 
given  up.  Move  me  where  I can’t  hear  the  trains.” 

“Mrs.  H.,  I am  not  going  to  move  you.  You 
wanted  to  come  here  and  your  husband  and  Dr.  T. 
brought  you  here  at  your  own  request.  If  you  re- 
ally want  to  get  well,  we  can  help  to  do  it.  In  fact, 
I am  not  going  to  let  you  stand  in  your  own  way.  If 
you  will  help  me  only  a little,  I shall  get  you  out  of 


your  depression  very  quickly.  Certainly,  you  do  not 
wish  to  stay  as  you  are  for  two  years,  as  I am  told 
you  did  once  before,  of  no  use  to  yourself  or  any- 
one else,  shirking  your  responsibilities  and  mak- 
ing trouble  for  those  who  are  nearest  and  dearest 
to  you?  It  is  not  by  moving  you  away  from  trains 
that  we  can  help  you.  This  desire  to  run  away  from 
things  that  are  annoying  you  is  simply  another  evi- 
dence of  the  low  state  that  your  moral  character 
has  reached.  You  can  only  learn  to  be  brave  by  fac- 
ing danger — not  by  avoiding  it.  In  the  same  way, 
you  must  now  learn  to  accept  some  of  the  things 
that  you  look  upon  as  disagreeable.  Will  you  let 
me  help  you  on  this  basis,  or  do  you  still  want  to 
be  moved?  If  so  you  had  just  as  well  go  today  as 
later.” 

“Well.  I will  try  again,  but  those  trains  are  aw- 
ful.” 

“Mrs.  B.  you  look  fresh  and  happy  this  morn- 
ing. I am  sure  you  are  well  on  the  way  to  feeling 
like  yourself  again.” 

The  patient  is  a young  married  woman,  heavy 
in  body  and  mind.  Fourteen  years  ago,  she  had  spent 
some  months  in  the  Hospital  for  the  Insane  because 
of  a severe  depression.  She  had  been  at  Miss 
Eastway’s  for  about  two  weeks,  having  exhibited 
a host  of  nosophobic  ideas,  and  psychotherapy  had 
done  much  toward  ridding  her  of  them. 

“Yes,  doc,  I feel  good  today.  Slept  real  good  last 
night,  and  didn't  take  nothing  either.  My  breast 
hurts,  though,  and  Dr.  [Roger  Gamble]  Doughty 
says  that  it  might  have  to  be  operated  on.  Do  you 
believe  he  knows?” 

“Yes,  he  knows.  But  he  is  going  to  avoid  it  if 
possible.  It  won’t  be  very  bad  anyway.  You  keep 
on  now,  working  out  your  nervous  troubles,  learn- 
ing to  sleep  without  drugs  and  thinking  straight 
about  the  part  that  you  are  to  play  in  life,  and  the 
breast  will  not  appeal  to  you  as  such  a bad  thing  to 
go  through  with  after  all.” 

“Alright,  doc,  I know  that  I am  a heap  better, 
and  I am  going  to  be  ready  to  go  home  before  very 
long.” 

“That’s  fine.  I am  going  to  be  able  to  brag  on 
you  yet.  Good-bye.” 

The  next  patient  is  a young  woman,  22  years  of 
age,  pretty  but  relatively  uninformed,  married 
within  the  year  to  a widower  of  36  years  who  pre- 
sented her  with  three  children  of  his  previous  mar- 
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riage.  She  has  found  difficulties  of  adjustment,  the 
children  quarrelsome  and  non-cooperative,  and  she 
has  found  her  husband’s  affection  too  much  divided 
between  her  and  them.  One  of  the  children  has  been 
so  impossible  that  she  has  finally  succeeded  in  hav- 
ing her  husband  “give  it  away”  to  one  of  his  sis- 
ters. In  the  meantime  she  has  become  a “nervous 
wreck,”  troubled  with  insomnia  and  indigestion, 
aches  and  pains  from  head  to  foot,  and  a sensitive 
condition  of  the  vagina  that  makes  sexual  relations 
painful  and  at  times  impossible.  A local  surgeon 
found  that  she  had  “a  nerve  in  the  vagina”  which 
has  been  “left  there  from  the  rupturing  of  my 
maiden-head”  and  had  removed  this  tissue  under  a 
local  anesthetic.  She  had  experienced  no  relief,  and 
her  husband  and  family  physician  had  brought  her 
to  me  to  see  what  else  could  be  done.  They  both 
expressed  some  scepticism  as  to  results,  but  both 
registered  relief  at  the  idea  of  being  relieved  of  her 
for  a time.  Two  weeks  had  passed  since  they  left 
her. 

“Good  morning,  Mrs.  C.  You  look  as  fresh  and 
pretty  as  one  could  wish,  and  I believe  that  you  are 
now  entitled  to  the  position  of  prize  patient.  Am  I 
right?” 

“Yes,  sir,  I feel  better  now  than  I have  in  months. 
I slept  all  night  last  night.  But  I have  not  had  any 
of  those  dreams  that  you  wanted  me  to  write  down. 
I have  got  the  pencil  and  paper  here,  though,  if  they 
do  come.  But  it  seems  to  me  now  that  I really  do 
know  something  about  myself.  The  gas  on  my 
stomach  does  not  worry  me  like  it  did  and  when 
my  heart  beats  fast  I know  that  it  does  not  mean 
that  it  is  dangerous.  And  I am  so  glad  to  know  that 
I can  get  better  without  all  of  those  medicines  that 
I was  taking  at  home.  I wrote  my  husband  yester- 
day that  your  way  of  treating  people  was  some- 
thing like  Christian.  . .” 

“Wait  a minute,  young  lady,  don’t  you  tell  any- 
body that  I am  teaching  you  to  be  a Christian  Sci- 
entist. There  is  a vast  difference  between  doctrines 
of  a false  cult  like  that,  which  is  neither  a religion 
nor  a science,  and  the  physiological  principles  that 
I have  been  trying  to  get  into  your  head.  You  know 
I have  told  you  all  along  that  the  sensations  which 
you  have  been  having  were  normal  ones  coming 
from  normal  organs,  and  that  your  difficulties  were 
due  to  your  misunderstanding  these  sensations  and 
misinterpreting  them.  I do  not  want  you  to  deny 


reality,  but  to  understand  it.” 

“Yes,  I know  the  difference  now,  but  I did  not 
know  just  how  to  express  it  to  my  husband.  Any- 
how, I am  going  to  clean  out  my  medicine  closet 
as  soon  as  I get  back  home.” 

“But,  Mrs.  C.,  there  is  something  just  as  impor- 
tant as  your  feeling  well.  You  are  going  to  have  to 
behave  well  when  you  get  back  home  or  all  of  your 
efforts  will  have  gone  for  nothing.  I hope  that  you 
have  been  thinking  about  your  responsibilities  to 
those  children.  Adjustments  must  come  from  you — 
not  from  them.  They  are  too  young  to  make  allow- 
ances. While  you  can  make  the  allowances,  tolerate 
these  little  jealousies,  and  so  care  for  them  as  to 
make  them  belong  to  you  and  you  to  them.  No  other 
decision  on  your  part  will  give  you  the  satisfaction 
that  comes  from  being  right.  I really  think  that  you 
should  insist  on  taking  back  the  child  that  you  had 
your  husband  give  away.  This  will  make  you  feel  a 
great  deal  better,  I am  sure.  Think  it  over  for  the 
next  few  days.” 

“Dr.  Gibbes,  I have  thought  it  over,  and  have 
made  up  my  mind  that  I want  the  child  back.  It  is  a 
grand  idea  that  you  have  given  me,  and  I fully  in- 
tend to  carry  it  out.  My  husband  has  been  real  good 
to  me  and  I want  to  be  good  to  him.” 

“Now,  Mrs.  C.,  this  brings  us  to  the  matter  of 
your  marital  relations.  You  cannot  be  good  to  your 
husband  and  have  the  attitude  toward  sexual  rela- 
tions that  you  have  had  in  the  past.  The  sexual  act, 
properly  performed,  is  a natural  function.  There  is 
nothing  evil  about  it,  and  no  physical  debilities  re- 
sult from  it.  In  fact,  the  primary  reason  for  exist- 
ence is  to  reproduce  your  kind,  and  this  implies 
the  sexual  relation.  The  only  thing  that  we  know  as 
immortality  is  the  reproduction  of  yourself  in  your 
offspring.  Your  difficulties  here  have  been  mental, 
a failure  to  understand,  and  an  inability  to  act  prop- 
erly because  of  this  misunderstanding.  You  have 
failed  in  the  performance  of  a duty  and  have  de- 
nied yourself  one  of  the  greatest  natural  pleasures 
and  gratifications.  We  know  that  you  are  physi- 
cally normal  and  that  you  can  act  normally  if  you 
will.” 

“Yes,  sir,  I have  thought  about  what  you  told 
me,  and  I believe  that  it  will  be  all  right.  It  really 
did  seem  to  hurt  me  a lot  at  times,  and  when  Dr. 
M.  told  me  that  it  was  due  to  a nerve  I thought  that 
something  must  be  wrong  with  me.  But  his  opera- 
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tion  did  no  good.  I believe  that  I understand  it  now.” 
“Well,  we  shall  begin  getting  you  up  in  the  next 
few  days  and  plan  for  your  going  home  in  about 
ten  days.  Good-bye.” 

I next  enter  the  room  of  an  elderly  widow  of 
means,  an  visitor  from  the  winter  colony  at  Aiken, 
who  has  had  diabetes  for  seven  years,  and  who  has 
been  in  the  hands  of  many  physicians,  some  good 
and  some  not  so  good.  Her  experience  with  doc- 
tors of  renown  has  made  her  critical  of  our  every 
move,  and  I have  been  reduced  to  the  necessity  of 
leaving  instructions  that  she  is  to  be  dismissed  at 
any  time  that  she  fails  to  carry  out  instructions.  On 
this  occasion,  as  I open  the  door,  and  before  I can 
extend  the  morning’s  greetings,  this  erudite  apostle 
of  Joslin’s  and  Allen’s  burst  forth: 

“Come  in,  doctor,  I have  many  things  to  set  right 
with  you  today.” 

“All  right,  Mrs.  R.,  I am  more  or  less  accus- 
tomed to  your  attitude.  Let’s  have  it.” 

“Well,  I am  getting  weaker  and  weaker.  I am 
simply  not  getting  enough  fat,  and  you  are  doing 
nothing  to  help  my  stomach.  I simply  cannot  go  on 
like  this.” 

“Mrs.  R.  I have  wondered  several  times  why 
you  ever  come  over  here.  For  a person  with  pre- 
tensions to  as  much  sense  as  you  have,  you  have 
as  little  as  I have  ever  seen.  You  talk  about  getting 
weak  on  the  fat  that  I am  giving  you  when,  as  a 
matter  of  fact,  you  are  now  getting  twice  as  much 
as  you  were  taking  when  you  came  to  see  me.  You 
know  that  your  diet  yielded  only  1250  C when  you 
came  and  that  you  are  now  getting  1804  C.  Think 
up  some  more  reasonable  complaint,  and  I shall  be 
glad  to  hear  it.” 

“Well,  you  took  me  off  of  insulin  right  away, 
and  Dr.  Joslin  says  that  it  is  dangerous  to  do  this.” 
“Yes,  but  the  fact  remains  that  you  have  not  been 
hurt  by  it.  You  are  now  getting  a daily  allowance 
of  insulin  that  balances  your  blood  sugar  at  nor- 
mal with  a diet  calculated  on  your  optimum  weight. 
You  are  a pretty  person  to  talk  to  me  of  Joslin,  and 
men  of  his  type,  when  you  have  had  no  better  sense 
than  to  throw  their  instructions  to  the  wind,  to  re- 
place their  diets  with  fads  and  to  substitute  a high- 
sounding  patent  medicine,  Vitaliis,  for  insulin.  The 
fact  that  your  supposed  impending  coma  that 
brought  you  here  was  really  hysteria  and  weak- 
ness from  undernourishment  was  simply  your  good 


luck  and  certainly  not  your  good  management.  It 
looks  as  though  I shall  have  to  teach  you  how  to 
diet  and  how  to  behave  as  well.” 

“You  know  that  I am  ashamed  of  having  taken 
Vitaliis,  and  it  is  not  nice  of  you  to  bring  it  up.” 

“I  am  glad  to  have  you  admit  so  much.  I have 
thought  at  times  that  I would  have  to  choke  you  to 
conquer  you,  but  my  hopes  of  success  by  milder 
means  are  being  revived.” 

“Thank  you,  doctor,  it  may  please  you  to  know 
that  I have  made  up  my  mind  not  to  get  very  far 
away  from  you  again.” 

“I  don’t  know,  Mrs.  R.  that  I am  entirely  pleased, 
but  I shall  do  what  I can  to  help  you.  Good  day.” 

From  Miss  Eastway’s  I go  to  the  Columbia  Hos- 
pital, where  a fairly  typical  day  awaits  me.  Un- 
kempt Negro  men  are  carting  canvas  baskets  of 
trash  and  dirty  linen  around  the  hospital  court  while 
in  the  corridors  Negro  orderlies,  white  caps  rak- 
ishly on  the  sides  of  their  heads,  are  sweeping  the 
floors,  and  juicy-looking  Negro  kitchen  maids  are 
shoving  the  double-deck  tray  wagon  toward  the  el- 
evator. Upon  entering  the  rear  door  of  the  hospital, 
I see  the  superintendent  near  the  front  door,  loung- 
ing against  the  side  of  a large  oak  settee  with  a 
cigarette  carelessly  drooping  from  a comer  of  his 
mouth.  I pass  Miss  S.,  the  directress  of  nurses  who 
stops  me  long  enough  to  thank  me  for  having  ex- 
amined two  of  the  pupil  nurses  a few  days  before, 
and  pass  on  to  the  private  corridor,  conscious  of 
relief  at  leaving  the  business  end  of  the  hospital 
behind  me. 

My  first  duty  is  to  remove  a test  meal  from  an 
elderly  woman  who  has  had  a recurrence  of  ulcer 
symptoms  following  a partial  gastrectomy  one  year 
before. 

“Good  morning,  Mrs.  B.,  I hope  you  are  ready 
for  me  to  play  the  part  of  an  Indian  giver,  for  I 
have  given  you  the  bread  and  water  and  now  must 
take  it  back.” 

“Doctor,  I don’t  know  whether  I can  swallow 
that  tube  or  not.  I have  been  looking  at  it  for  the 
past  fifteen  minutes,  and  the  more  I look  the  big- 
ger it  gets.” 

“Now,  Mrs.  B.,  listen  me  out.  The  little  bucket 
on  the  end  of  this  tube  is  no  larger  than  many  a 
capsule  that  you  have  swallowed.  The  tube  itself 
is  much  smaller,  but  it  is  the  tube  that  makes  the 
swallowing  hard.  The  presence  of  the  tube  against 
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your  throat  will,  of  course,  gag  you,  and  you  may 
feel  that  it  is  suffocating  or  choking  you.  But  no 
real  harm  will  come  of  it.  If  you  will  swallow  when 
I ask  you  to  and  take  a deep  breath  when  I say  and 
keep  your  hands  off  the  tube,  the  tube  will  down 
simply  enough  and  the  whole  thing  will  be  done 
with  before  you  have  time  to  worry  about  it.  All 
right,  now,  open  your  mouth,  let  the  bucket  go  well 
back  on  your  tongue,  close  you  lips  but  not  your 
teeth,  and  now  swallow  once — just  as  if  you  were 
swallowing  a capsule.  That’s  right.  Now  a deep 
breath — and  all  of  the  bad  part  of  it  is  over  with. 
You  did  that  beautifully.” 

“Doctor,  it  was  a heap  easier  than  I had  expected. 
Can  I have  breakfast  now?” 

“Yes.  Miss  B.,  let  her  have  a soft  breakfast.  I 
hope  that  we  shall  have  good  news  for  you  tomor- 
row.” 

As  I stepped  out  of  this  patient’s  room  into  the 
corridor  of  the  hospital  I met  Dr.  [William  A.]  Boyd 
who  said:  “Good  morning,  Heyward,  I have  wanted 
to  see  you  for  the  past  day  or  two.  Won’t  you  please 
look  me  up  before  you  leave  the  hospital?”  Assur- 
ing him  that  I would,  I entered  the  room  of  Mrs. 
H.,  who  had  suffered  a post-operative  infection  in 
the  pelvic  tissues  following  a hysterectomy. 

“Well,  Mrs.  H.,  it  certainly  is  good  to  see  your 
colour  coming  back.  It  seems  to  me  that  we  can 
see  the  difference  now  from  day  to  day,  and  your 
blood  test  shows  that  you  have  gained  8%  in  hae- 
moglobin in  the  past  week.  No  so  bad,  eh!” 

“It  certainly  is  fine  Dr.  Gibbes,  and  I feel  so 
much  better.  I have  stopped  having  the  miserable 
gas  now,  and  my  appetite  is  simply  ravenous.  Do 
you  think  that  I can  get  home  by  Christmas?” 

“I  hope  so  Mrs.  H.  We  shall  have  to  talk  to  Dr. 
G.  about  it,  but  you  can  count  on  his  letting  you  go 
if  it  is  at  all  right  that  you  should.  In  the  meantime, 
stick  by  the  eggs  and  milk,  and  make  Miss  Berry 
put  you  in  the  sunshine  as  much  as  possible.  We 
are  all  proud  of  you.” 

I am  met  at  the  door  of  the  next  room  by  Mrs. 
K.,  the  sister  of  the  patient  who  had  an  hysterec- 
tomy done  the  day  before  in  an  effort  to  remove 
the  focal  infection  which  had  produced  a deform- 
ing and  extremely  painful  infectious  arthritis.  The 
patient,  Mrs.  C.,  a delicate  and  refined  looking 
woman  of  middle  age,  had  presented  a most  piti- 
able spectacle  when  the  attempt  at  examining  her 


had  been  made  a few  days  earlier.  The  swelling, 
deformity  and  exquisite  tenderness  of  her  joints  had 
resulted  in  almost  complete  immobility,  and  even 
the  movement  of  the  bed  clothing  caused  her  to 
wince  with  pain.  She  had  suffered  the  loss  of  many 
teeth  and  of  her  tonsils — but  still  the  “rheumatism” 
held  her  in  its  grip.  She  had  tried  Florida  and  vari- 
ous kinds  of  lights  and  baths,  but  her  joints  had 
become  steadily  worse  and  her  weight  and  strength 
had  ebbed  along  with  her  blood.  Her  hemoglobin 
was  only  40%.  In  the  face  of  these  experiences  and 
conditions,  the  patient  and  her  family  had  decided 
with  doubt  and  apprehension  to  act  upon  the  ad- 
vice that  an  infected  uterine  cervix  be  removed. 

“Dr.  Gibbes,”  said  Mrs.  K.,  “I  really  believe  that 
L.  is  better.  I hope  that  you  will  agree  with  me.” 

“Mrs.  K.,  it  is  much  too  soon  to  form  any  con- 
clusions about  the  good  that  is  to  come  from  the 
operation.  Don’t  let  your  hopes  rise  too  high,  for 
you  know,  we  have  made  you  no  definite  prom- 
ises. It  is  only  that  we  have  done  what  seemed  rea- 
sonably right,  and  we  must  wait  a while  to  see  what 
has  been  accomplished.” 

Upon  entering  the  room  I am  somewhat  aston- 
ished to  see  the  patient  lying  relatively  relaxed  in 
bed,  and  I am  even  more  astonished  when  she  of- 
fers me  one  of  her  crippled  hands  and  says,  “Doc- 
tor I have  had  the  most  comfortable  night  that  has 
fallen  to  my  lot  in  months.  Of  course,  I hurt  in  the 
middle  and  the  nausea  has  worried  me  some,  but  I 
can  move  my  joints  almost  without  pain.  Isn’t  there 
something  that  can  be  done  about  the  nausea?” 

“Yes,  Mrs.  C.,  I shall  do  something  to  help  you. 
You  might  try  little  sips  of  ginger  ale,  and  some- 
times a little  hot  coffee  helps  a lot.  But  the  chances 
are  that  the  nausea  will  wear  off  as  the  day  goes  on 
and  you  will  be  much  more  comfortable  tomor- 
row. Just  grin  and  bear  it  in  hopes  that  the  joints 
will  continue  to  get  better.” 

I then  meet  Mrs.  K.  again,  waiting  expectantly 
at  the  door,  and  have  some  difficulty  in  keeping 
my  enthusiasm  from  joining  her  own.  But  I suc- 
ceed in  warning  her  against  unwarranted  optimism 
and  pass  on. 

My  next  visit  is  in  the  room  of  an  affable  Jew- 
ish lady  of  most  ample  avoirdupois  and  good  hu- 
mor— in  spite  of  long  suffering  and  a hopeless 
disease — multiple  abscesses  of  the  liver.  She  had 
been  ill  for  months,  running  a septic  fever  and  hav- 
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ing  been  treated  for  malaria  while  an  empyema  of 
the  gallbladder  had  spread  its  infection  into  the  sub- 
stance of  the  liver.  Three  weeks  before  we  had  op- 
erated on  her,  hoping  that  a cholecystectomy  would 
restore  her  to  health.  But  the  operation  had  shown 
that  nature  had  all  but  removed  the  gall  bladder 
while  the  metastatic  infections  had  gained  their 
unremitting  hold.  She  had  improved  following  the 
operation,  and  was  looking  forward  confidently  to 
ultimate  recovery.  We  had  told  her  family  the  facts, 
but  no  one  had  the  heart  to  disillusion  the  patient.  I 
carried  in  my  hand  a small  paper  bag. 

“Well,  well,  Mrs.  K.  you  seem  better  today  than 
you  have  been  yet — normal  temperature  and  all.  I 
have  brought  you  something  that  I know  you  will 
enjoy — a bag  of  fine  country  sausage.” 

Saying  this,  I push  the  bag  toward  the  patient. 
But  she  draws  her  hand  away  from  it  and  a quizzi- 
cal expression  comes  over  her  face  as  she  says: 
“Doctor,  you  know  that  me  and  my  people  don’t 
eat  hog  meat.” 

“Yes,  but  Mrs.  K.,  I am  sure  that  you  will  make 
an  exception  in  this  case,”  and,  so  saying,  I empty 
a plump  hen  partridge  out  of  the  bag  onto  the  bed. 

“God  bless  you,  son,  I certainly  do  appreciate 
this.  Rebecca  (addressing  her  daughter),  see  that 
the  doctor  gets  those  grape  fruit  and  oranges  that 
we  put  aside  for  him.  And,  doctor,  I have  told  my 
son  to  bring  you  a pencil,  one  that  is  a pencil  on 
one  end,  a pen  on  the  other,  and  a knife  in  the 
middle.  Now,  doctor,  I have  told  my  children  that  I 
was  not  going  to  leave  here  until  you  said  I could 
go.  You  just  keep  me  as  long  as  you  can  do  me  any 
good.  Do  you  think  I can  go  to  my  daughter’s  house 
by  Christmas?” 

“I  don’t  know,  Mrs.  K.  We  all  like  you  so  much 
that  we  are  very  likely  to  keep  you  longer  than  is 
necessary.  You  don’t  care  anything  about  Christ- 
mas anyhow.  Now  don’t  you  talk  back.  Good-bye.” 

The  next  patient  is  a young  man  of  twenty  years 
who  was  brought  to  the  hospital  three  days  before 
by  his  family  physician  who  told  a story  of  the 
patient’s  depression  and  apparently  hysterical  be- 
havior during  the  week  or  ten  days  preceding.  Upon 
admission  the  patient  had  seemed  to  be  unconscious 
while  his  arms  and  legs  were  in  continuous  move- 
ment. A physical  examination  had  been  entirely 
negative  except  for  the  finding  of  a temperature  of 
100  by  rectum.  He  had  been  found  to  gave  a pro- 


nounced secondary  anemia  with  no  other  changes 
in  the  blood  and  the  stool  had  shown  many  hook- 
worm eggs.  The  urine  had  been  reported  clear  and 
the  spinal  fluid  and  eye-grounds  revealed  no  signs 
of  organic  disease  in  the  central  nervous  system.  A 
few  hours  after  his  admission  the  patient  had  re- 
turned to  an  apparently  normal  mental  status,  had 
corroborated  the  statements  of  Dr.  B.  concerning 
his  present  illness,  had  amplified  this  story  by  ad- 
mitting an  unfortunate  love  affair,  and  had  fur- 
nished facts  of  his  past  history.  The  next  day  he 
had  developed  a profuse  diarrhoea  with  blood  in 
the  stools  and  had  vomited  sanguineous  material. 
His  urine  had  become  very  scant  and  was  found  to 
be  loaded  with  albumin  and  casts.  His  fever  had 
risen  and  he  was  semi-stuporous.  Still,  the  physi- 
cal examination  was  negative. 

On  this  morning’s  visit  I find  the  picture  essen- 
tially unchanged,  and  I stand  by  the  bed  racking 
my  brain  for  explanations  of  what  I have  found 
and  wondering  if  anything  more  could  be  done  to 
throw  light  on  the  situation.  Sleeping  sickness,  and 
meningitis  pass  out  of  the  picture  with  the  nega- 
tive spinal  fluid.  Typhoid  fever,  malaria  and  syphilis 
have  been  denied  by  our  blood  tests.  There  are  no 
physical  signs  of  pneumonia.  Could  it  be  that  the 
carbon  tetrachloride  which  had  been  given  early 
in  the  morning  had  brought  about  such  a profound 
intoxication.  And  then  a flash — has  the  boy  poi- 
soned himself?  The  violent  gastro-enteritis  and  the 
sudden  appearance  of  an  acute  nephritis  strongly 
suggests  bichloride  poisoning. 

In  this  state  of  mind  I leave  the  room  and  find 
myself  for  the  first  time  in  contact  with  his  mother. 

“Is  this  Dr.  Gibbes?” 

“Yes,  ma’m.” 

“Well,  I am  Mrs.  S.  Have  you  found  out  what  is 
the  matter  with  my  boy?  Dr.  B.  told  me  last  night 
that  you  had  telephoned  him  that  you  did  not  know 
what  his  trouble  was.” 

“No,  Mrs.  S.,  I am  sorry  to  say  that  I do  not 
know  exactly  what  the  matter  is.  We  do  know  that 
he  has  a violent  inflammation,  or  Bright’s  disease. 
But  I do  not  know  what  brought  it  about,  and  I 
cannot  account  entirely  for  his  mental  status.” 

“Well,  why  have  you  not  had  an  X-Ray  picture 
made  of  him?  If  I had  known  that  you  did  not  have 
all  the  necessary  facilities  here  I would  never  have 
let  them  bring  him  to  this  place.  I wish  that  I had 
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insisted,  as  I wanted  to  do,  upon  them  taking  him 
to  Vanderbilt.” 

“Mrs.  S.  we  have  not  taken  X-Ray  pictures  be- 
cause there  was  no  need  for  doing  so.  I do  not  know 
of  any  way  in  which  they  could  help  us.  And  I can 
assure  you  that  we  have  all  the  necessary  facilities 
for  examining  and  treating  your  son.  I shall  be  glad 
for  you  to  do  anything  that  you  think  best  in  the 
matter.  I can  do  nothing  more  than  tell  you  the  truth. 
I understand  that  the  boy  has  been  quite  blue  and 
depressed  for  some  time.  Do  you  think  there  is  any 
chance  of  his  having  poisoned  himself?” 

“Dr.  Gibbes,  I am  shocked.  You  just  don’t  know 
what  the  trouble  is.  I am  sure  that  Wesley  is  going 
to  die  and  I do  not  want  him  tortured  with  all  of 
those  needles,  transfusions  and  other  things.” 
“Now,  Mrs.  S.,  I do  not  want  to  unkind  to  you. 
But  I am  responsible  for  this  boy  and  I am  going  to 
do  just  exactly  what  I think  should  be  done  for  him 
as  long  as  I remain  in  charge  of  the  situation.  I have 
by  no  means  decided  that  he  cannot  get  well,  and  I 
shall  certainly  do  all  that  I can  to  keep  him  alive  as 
long  as  possible.  You  will  be  very  much  happier  in 
the  end  if  you  do  not  try  to  interfere.” 

The  boy’s  father  had  joined  us  in  time  to  hear 
this  statement  from  mom,  and  he  turned  to  his  wife 
saying,  “Dear,  you  must  leave  Dr.  Gibbes  alone.  I 
have  every  confidence  in  him  and  am  sure  that  he 
will  do  all  that  should  be  done.” 

“Well,  says  Mrs.  S.,  I suppose  it  will  have  to  be. 
I have  no  doubt  but  that  these  doctors  take  an  oath 
when  they  graduate  that  they  will  not  stop  treating 
patients  until  they  are  actually  dead,  but  I do  not 
want  him  to  be  tortured.” 

After  a brief  talk  with  Mr.  S.  I gladly  turned 
from  this  to  other  things. 

A brief  stop  in  the  room  of  a typhoid  patient,  a 
visit  which  has  nothing  of  the  unusual  about  it,  and 
I pass  on  to  the  public  ward  to  see  the  old  man  that 
I have  under  my  care  there.  The  ward  is  in  a state 
of  confusion.  It  is  full  of  odours,  a Negro  orderly 
is  sweeping  a pile  of  trash  to  the  center  of  the  floor 
while  another  is  encountered  in  transit  with  a bed 
pan,  thus  partly  accounting  for  my  olfactory  ob- 
jections. Two  of  the  beds  are  partially  hidden  by 
loosely  flapping  and  drooping  screens.  Some  of 
the  patients  are  groaning,  others  are  sitting  on  the 
sides  of  the  beds  with  their  bare  legs  dangling  out, 
one  or  two  are  smoking,  and  one  old  man  makes  a 


liberal  deposit  of  tobacco  juice  into  a pus  basin  as 
I pass.  Two  ambulatory  fixtures,  patients  that  I have 
seen  rambling  the  corridors  and  porches  of  the  hos- 
pital for  months  are  visiting  from  bed  to  bed,  doubt- 
less digging  curiously  into  complaints  of  their  less 
fortunate  fellows.  There  is  a general  air  of 
unkemptness  and  lack  of  discipline. 

My  patient  is  an  old  gentleman  from  Camden 
who  had  been  brought  to  the  hospital  four  days 
before  in  a state  of  myocardial  insufficiency,  au- 
ricular fibrillation  and  with  a swollen  and  tender 
liver.  He  had  responded  somewhat  to  restriction  of 
fluids,  purgation,  morphine,  quinidine  and  digitalis, 
but  his  ignorance  and  mental  clouding  were  still  in 
full  force. 

“Good  morning,  Mr.  H.,  I believe  that  the  old 
heart  is  staging  a comeback.  I hope  that  you  are 
breathing  better  and  feeling  better,  too.” 

“Doc,  I ain’t  much  better.  I sure  thought  that  I 
ought  to  be  operated  on.  They  told  me  that  my  gall- 
bladder was  what  ailed  me.  If  you  ain’t  going  to 
have  me  cut,  I had  just  as  well  go  home.  Won’t 
you  let  my  boy  come  and  get  me?” 

“Yes,  Mr.  H.,  I shall  arrange  it  today.  I shall  write 
Dr.  H.  about  you,  and  I hope  you  will  continue  to 
get  better  at  home.”  And  I leave  the  ward  wonder- 
ing “what’s  the  use.” 

I then  seek  out  Dr.  Boyd  and  find  him  with  Dr. 
[Robert]  Seibels  in  the  doctors’  dressing  room. 

“Billy,  you  said  that  you  wanted  to  see  me.” 

“Yes,  Heyward,  I have  tried  to  get  in  touch  with 
you  for  several  days,  but  the  hunting  must  have 
been  good  as  I have  not  seen  you  around.  Have 
you  heard  that  they  have  been  planning  to  have  a 
meeting  looking  to  have  a reorganization  of  the 
hospital  staff?” 

“Yes,  I have  heard  some  talk  about  it,  chiefly 
from  Roger  Doughty  who  told  me  that  Frank 
Harvin  had  approached  him  on  the  subject,  but  I 
have  had  no  communication  from  any  official  of 
the  hospital  about  it.” 

“Well,  we  wanted  to  know  what  your  attitude 
was  toward  the  matter.” 

“Billy,  it  seems  to  me  that  we  cannot  continue 
to  use  a hospital,  especially  a public  owned  one, 
and  not  stand  ready  to  do  our  part  toward  making 
it  as  good  a one  as  possible.  If  the  trustees  are  re- 
ally anxious  to  improve  conditions,  and  want  to 
reorganize  the  staff  on  a proper  basis,  I,  for  one. 
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am  anxious  to  do  my  part  in  helping  them.  But  I 
must  have  complete  assurance  from  them  that  their 
intentions  are  good  and  that  they  will  sincerely  try 
to  carry  them  out.  I am  not  in  favor  of  negotiating 
with  any  one  physician  that  they  choose  to  repre- 
sent them,  calling  him,  arbitrarily,  Chief-of-Staff, 
but  I should  insist  upon  a meeting  between  the 
Board  of  Trustees  and  those  of  us  whose  help  they 
want  so  that  we  can  deal  directly  with  them,  and 
put  our  own  estimate  upon  their  assurances,  be- 
fore we  enter  into  any  agreement  to  help  them.  We 
are  certainly  entitled  to  decency  in  hospital  opera- 
tion and  a reasonable  effort  at  an  efficient  staff  or- 
ganization before  we  undertake  to  assume 
responsibility  for  the  hospital  in  any  of  its  depart- 
ments.” 

“Heyward,  says  Bob  Seibels,  that  is  almost  ex- 
actly our  position.  But  we  go  one  step  further.  It 
has  come  to  us  fairly  straight  that  Dr.  O.  and  Dr.  J. 
[“O.”  was  almost  certainly  Dr.  L.  B.  Owens,  with 
whom  Gibbes  clashed  over  proposed  improve- 
ments for  the  Columbia  Hospital;  the  identity  of 
“J.”  is  unclear]  have  said  that  you  can  have  no  of- 
ficial connection  with  the  hospital  except  over  their 
dead  bodies,  and  this  has  caused  us  to  decide  that 
we  will  have  no  dealings  with  the  Board  of  Trust- 
ees except  through  you  as  our  spokesman.  We  feel 
that  you  have  looked  into  the  hospital  situation  as 
thoroughly,  if  not  more  so,  than  most  of  us,  and  it 
will  test  the  sincerity  of  the  Board  to  see  if  they 
will  deal  with  you.” 

“Well,  Bob,  I am  not  looking  for  any  such  job.  I 
did  not  know  that  there  was  any  such  personal  feel- 
ing toward  me.  But,  if  you  fellows  think  that  I rep- 
resent your  views  sufficiently,  I shall  be  glad  to  do 
anything  that  you  wish.  It  seems  to  me  that  it  might 
be  well  for  us  to  have  a meeting  and  see  if  our 
views  are  close  enough  together.  Just  let  me  know 
about  it.” 

After  this  rather  typical  medico-political  con- 
ference, I leave  the  hospital  for  the  day’s  work  at 
the  office.  The  routine  matters  of  the  mail,  answer- 
ing letters  and  writing  to  doctors  about  their  pa- 
tients, is  dispatched  in  the  first  half  hour,  and 
appointments  with  patients  begin.  There  are  only 
two  of  these  patients  that  bring  anything  out  of  the 
ordinary  into  the  day’s  work. 

The  first  of  these  is  the  junior  partner  in  a large, 
progressive  business  concern  in  the  community.  He 


had  suffered  an  attack  of  depression  something 
more  than  a year  ago,  had  gone  into  a partially  nega- 
tive state,  had  refused  to  talk  for  almost  a year,  and 
had  been  cared  for  in  an  institution  for  the  nervous 
and  insane  for  many  months.  He  had  left  this  insti- 
tution about  three  weeks  ago  somewhat  against 
advice,  the  senior  partner  and  I having  agreed  that 
he  should  stay  there  until  about  the  first  of  the  year, 
but  he  had  improved  markedly  since  leaving.  Dur- 
ing the  past  few  days  he  had  put  in  an  appearance 
at  the  plant,  and  seemed  inclined  to  expect  that  his 
duties  be  reassigned  to  him.  The  senior  partner  had 
been  to  me  for  advice,  and  we  had  agreed  that  I 
must  put  the  matter  to  the  patient  in  its  true  light.  I 
did  not  relish  the  idea,  and  was  somewhat  appre- 
hensive that  my  attempt  to  advise  him  might  de- 
press him.  But  it  was  the  day’s  work  and  had  to  be 
done. 

“Come  in,  B.,  old  man,  it  certainly  is  good  to 
see  you  around  again  and  looking  so  much  like 
your  old  self,  too” — and  I give  the  patient  a hearty 
hand  shake.  “Miss  J.,  you  come  in  too,  please,  for 
I want  you  to  hear  what  we  say  to  each  other  and 
to  see  how  much  better  he  really  is.”  I wanted  his 
wife  to  hear  for  herself  what  transpired  between 
us,  and  not  have  it  possible  for  the  patient  to  mis- 
represent to  her  things  that  I had  said  and  which  he 
might  subsequently  interpret  as  depressing. 

When  we  are  seated  I turn  to  the  patient’s  record, 
reviewing  some  of  the  notes  about  him,  and  enter 
the  present  date. 

“B.,  it  has  now  been  about  three  weeks  since 
you  left  the  Waverley  Sanitarium,  and  the  only  time 
I have  seen  you  was  when  you  were  on  your  way 
to  the  football  game.  You  were  stepping  along 
spryly  enough  and  looked  as  happy  as  could  be. 
You  must  be  feeling  quite  all  right  again.” 

“Well,  Heyward,  I am  not  entirely  all  right.  I 
am  still  pretty  shaky.  I am  sleeping  better  and  have 
a good  appetite,  but  I still  have  a lot  of  trouble  with 
constipation.  I was  just  poisoned  from  my  bow- 
els.” 

“Doctor  Gibbes,”  says  Mrs.  B.,  “I  am  sure  that 
he  is  taking  too  much  active  medicine.  He  takes 
some  kind  of  cathartic  compound  every  morning 
and  then  uses  mineral  oil  three  times  a day.  I wish 
you  would  do  something  to  make  him  stop  it.” 

Before  I can  answer  the  patient  interposes, 
“Heyward,  I want  you  to  know  why  I left  the  hos- 
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pital  without  letting  you  know.  You  remember  I 
told  you  that  I did  not  want  to  go  to  ride,  or  to  try 
to  play  golf,  because  I just  could  not  stand  the  ideal 
of  going  back.  Well,  I did  go  to  ride  with  my  wife 
a few  days  later,  and  I just  said  to  myself,  ‘the  break 
has  been  made  now  and  I will  go  on  home.’  I just 
could  not  go  back.  And  I am  sure  that  I have  been 
better  for  it.” 

“That  was  all  right,  old  man,  I wanted  you  to  do 
what  was  best  for  you,  and  I have  no  doubt  but  that 
what  you  have  done  is  the  best.  But  to  go  back  to 
this  matter  of  constipation.  You  can  correct  this 
matter  by  natural  means,  if  you  will.  And  you  need 
not  have  any  fears  about  it  while  you  are  doing  it. 
I would  not  be  too  abrupt  about  it,  but  if  you  will 
systematically  eat  an  abundance  of  green  veg- 
etables and  fruits,  fruit  for  breakfast,  at  least  two 
green  vegetables  for  dinner  and  a fruit  and  veg- 
etable salad  for  supper,  drink  at  least  three  pints  of 
water  a day,  take  outdoor  exercise  regularly  and 
go  to  stool  immediately  after  breakfast  each  morn- 
ing, you  will  be  surprised  how  quickly  you  will 
begin  to  have  regular  movements  without  artifi- 
cial assistance.  I suggest  that  you  leave  off  the  ca- 
thartic compound  in  the  mornings  and  continue  the 
mineral  oil  for  a time.  You  can  then  gradually  re- 
duce the  mineral  oil.” 

“Well,  I will  try  it,  but  I can’t  let  myself  get 
clogged  up  again.” 

“B.,  I.  tells  me  that  you  have  been  over  at  the 
plant  during  the  past  few  days.  How  does  the  old 
place  look  to  you?” 

“It  all  looks  pretty  natural.  They  have  made 
some  changes  in  it,  though.  I just  thought  that  I 
would  go  over  and  begin  to  get  in  touch  again.” 

“Well,  you  must  be  mighty  careful  about  it.  You 
are  probably  not  ready  to  take  up  any  work  as  yet. 
You  must  put  yourself  back  into  a normal  course 
of  life  in  a very  gradual  way.  Then,  too,  you  must 
try  to  see  the  matter  from  the  standpoint  of  the 
business.  I have  talked  to  I.  about  it,  and  we  have 
agreed  that  there  are  two  conditions  that  must  be 
kept  squarely  in  mind.  In  the  first  place,  it  is  nec- 
essary to  protect  you.  If  you  are  allowed  to  take  up 
things  too  quickly  it  may  react  unfavorably  upon 
you.  In  the  second  place,  the  business  must  be  pro- 
tected, and  you  should  not  expect  I.  to  give  you 
responsible  duties  until  he  can  feel  quite  sure  of 
your  fitness  for  them.  Be  willing  to  go  slow,  and  I 


am  sure  that  you  can  trust  I.  to  do  the  right  thing.  I 
am  satisfied  that  you  should  not  have  any  business 
to  attend  to  until  after  the  first  of  the  year,  and  even 
then  only  very  minor  obligations  for  quite  some 
time.” 

The  patient  seems  to  ponder  the  question  for  a 
few  moments,  and  then  he  says,  “Yes,  I am  willing 
to  abide  by  I.’s  decision.  I know  that  he  is  fair  and 
that  he  has  worked  for  my  good.” 

“All  right  B.,  I am  glad  to  hear  you  talk  that 
way.  Take  good  care  of  yourself,  now,  and  give 
your  nerves  time  to  build  themselves  up.  Come  up 
to  see  me  whenever  you  feel  like  it,  but  I think  that 
the  less  you  see  of  doctors  the  better.  Good-bye, 
Miss  J.,  let  me  know  if  I can  help  you  in  any  way.” 
The  second  patient  is  a blustering,  plain-spo- 
ken old  countryman  who  had  been  in  the  hospital 
for  about  three  weeks  a month  ago  with  jaundice 
and  an  enlargement  of  the  liver.  He  had  had  his 
gall  bladder  drained  and  stones  removed  some 
years  previously,  but  had  had  no  pain  since.  He 
was  simply  weak  and  jaundiced.  We  had  hoped  that 
his  condition  was  a catarrhal  jaundice,  and  this 
opinion  had  been  strengthened  by  a clearing  of  his 
jaundice  during  his  stay  in  the  hospital.  But  he  is 
back  today  as  jaundiced  as  ever. 

“Doc,  you  see  them  jaundice  has  come  back.” 
“Yes,  Mr.  H.,  I am  sorry  to  see  it.  And  your  liver 
is  still  quite  large,  too.  I am  afraid  that  the  old  gall 
bladder  is  responsible  for  it.  You  have  said  that  you 
would  not  be  operated  upon,  but  you  should  not 
persist  in  this  idea,  for  it  may  be  necessary  to  oper- 
ate on  you  to  get  you  well.  Have  you  come  down 
prepared  to  go  to  the  hospital?” 

“No,  sirree.  To  tell  you  the  truth  I never  would 
a stayed  there  the  fust  time  if  it  hadn’t  been  for  Dr. 
Truesdale.  I have  just  dropped  in  huh  to  talk  to  you 
for  a minit.  If  you  can’  do  nothin  more  for  me,  I 
am  going  to  see  another  doctor.  I’ve  got  his  name 
right  huh.” 

So  saying,  the  patient  extracts  a very  dirty  note 
book  from  his  pocket,  thumbs  the  pages  over  and 
over,  and  at  last  presents  one  of  them  to  me.  I read 
the  name,  “Dr.  F.  D.  Kendall.” 

“Now,  Doc,  that  feller  cured  a man  from  my 
town  after  one  visit.  He  told  him  that  they  was 
starvin’  him  to  death  and  to  go  on  home  and  eat 
what  he  damned  well  please.  That  the  medicine 
would  cure  the  jaundis — and  it  did.  Do  you  think 
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he  could  help  me?” 

“Mr.  H.,  I do  not  think  that  he  will  help  you, 
and  it  is  possible  that  he  might  hurt  you.  Do  you 
know  nothing  else  about  Dr.  Kendall  except  that 
he  cured  the  man  from  your  town?” 

“Doc,  wasn’t  he  the  doctor  that  the  govmint  put 
in  jail?” 

“Yes,  Mr.  H.,  he  is  the  very  one — and  it  is  likely 
that  he  got  only  a part  of  his  deserts,  too.  Now,  I do 
not  want  to  see  you  get  in  such  hands.  You  go  on 
back  home  and  let  me  write  to  Dr.  Truesdale  about 
the  matter.  You  know  him  much  better  than  you  do 
me,  and  you  let  him  advise  you.  We  want  to  help 
you,  and  I hope  that  we  really  can  do  something 
for  you.  Good-bye  and  good  luck.” 

Then  home  to  late  dinner  and  a short  rest.  No 
companion  being  available,  I go  into  the  woods 
alone  with  my  dogs  and  spend  two  hours  hunting 
and  thinking.  The  day,  on  the  whole,  has  had  some- 
thing of  a depressing  effect  upon  me,  but  the  out  of 
doors  and  a little  shooting  soon  set  matters  straight, 
and  I am  back  at  home  shortly  after  dark.  My  wife 
and  children  leave  me  at  seven  o’clock  to  go  to  a 
school  entertainment,  and,  left  to  myself,  it  occurs 
to  me  that  it  might  be  interesting  to  record  the  hap- 
penings of  a rather  typical  medical  day  in  S.C.,  the 
pleasures  of  constructive  effort,  the  struggles 
against  ignorance,  the  depressions  that  come  from 
human  woes,  and  the  disconcerting  contact  with 
politics.  I begin  to  write.  At  the  end  of  a half  hour, 
a few  pages  being  done,  the  telephone  rings  and 
one  of  my  intimate  friends  asks  me  to  come  to  his 
house  as  soon  as  possible  as  he  is  in  real  trouble. 

At  eight  o’clock  I enter  this  home  of  culture  and 
refinement,  and  I find  my  friend  and  his  wife  with 
looks  of  care  upon  their  faces  and  in  evident  dis- 
tress. 

“Heyward,”  says  my  friend,  “Little  E.,  our  five 
year  old  boy,  developed  a skin  rash  about  two 
weeks  ago.  We  thought  at  first  that  it  was  due  to 
some  quinine  which  we  had  given  him,  for  other 
members  of  the  family  react  peculiarly  to  quinine, 
and  we  paid  little  attention  to  it.  But  after  it  lasted 
so  long,  H.  [his  wife]  became  worried  and  took  the 
child  to  Dr.  W.  The  doctor  took  his  blood  and  the 
next  day  told  us  that  he  had  received  a doubtful 
report  of  syphilis.  He  advised  us  to  wait  a week 
and  have  the  test  repeated.  He  took  the  blood  day 
before  yesterday  and  reports  to  us  now  that  the  test 


is  positive.  What  in  the  world  are  we  to  do  about 
it?” 

Miss  H.  takes  up  the  story  in  almost  a tearful 
mood,  tells  of  how  well  the  child  is  in  a general 
way,  and  how  she  cannot  believe  that  the  diagno- 
sis is  correct.  They  both  ask  if  such  a condition  as 
the  child  has  could  be  the  result  of  inherited  syphi- 
lis, and  other  questions  pour  out  from  them. 

Before  answering  I ask  that  they  let  me  tele- 
phone to  Dr.  W.,  get  information  in  the  matter  from 
him,  and  ask  his  permission  to  talk  to  them.  But  I 
cannot  get  him  on  the  phone,  and  I must  decide 
between  formal  professional  ethics  and  a desire  to 
comfort  my  friends.  With  every  care  to  protect  Dr. 
W.,  I tell  these  people  that  the  serological  diagno- 
sis should  not  be  accepted  until  it  had  been  sub- 
stantiated by  another  laboratory.  Assuring  them  that 
Dr.  W.  will  welcome  having  this  done,  and  prom- 
ising to  take  it  up  with  him  in  the  morning,  I retire 
from  what  I trust  is  my  last  tragedy  of  the  day. 

Returning  home,  I begin  again  to  write  the  ex- 
perience of  the  day,  with  this  material  to  be  added 
to  my  chronicle.  At  nine  o’clock  the  telephone  rings 
again  and  Dr.  Fred  Williams  asks  if  he  can  see  me. 
I tell  him  to  come  on  down,  wondering  what  could 
be  bringing  him  out  at  such  an  hour.  In  a few  min- 
utes he  rings  the  door  bell,  and  I am  surprised  upon 
answering  it  to  find  him  accompanied  by  Dr. 
George  Benet.  We  retire  to  the  sitting  room  and,  as 
we  take  our  seats,  Dr.  Benet  says. 

“Heyward,  I am  here  on  a peculiar  mission.  It  is 
damned  foolishness,  I know,  but  I have  just  talked 
to  C.  in  Baltimore  where  he  has  just  been  told  that 
little  C.  is  in  a hopeless  condition.” 

“My  God,  George,”  I exclaim,  “Miss  A.  had  led 
me  to  believe  that  the  boy  was  getting  along  quite 
well.  I judged  from  what  she  said  that  no  evidence 
of  metastasis  from  the  growth  had  been  found  and 
that  he  was  being  X-Rayed  simply  as  a precau- 
tionary measure.  Man,  you  shock  me!” 

“Oh,  no,”  says  George,  “he  had  metastasis  in 
the  lungs  at  the  time  that  the  testicle  was  removed. 
But  that  is  neither  here  nor  there.  C.  broke  down 
over  the  telephone.  He  asked  that  I get  in  touch 
with  you  and  Fred  and  find  out  if  either  of  you 
could  suggest  any  place  that  he  could  take  the  boy 
that  might  offer  any  hope.  I know  it  is  damned  fool- 
ishness, but  I have  at  least  done  what  he  asked!” 

“No,  George,  I know  of  no  place  to  take  the  boy. 
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I am  sure  that  he  is  in  the  best  possible  hands  at  the 
present  time.  Boggs,  Young,  Waters  and  Burnham 
[Thomas  R.  Boggs,  Hugh  H.  Young,  Charles  Wa- 
ters, and — probably — Curtis  F.  Bumam]  can  do  all 
that  any  one  else  can,  but,  of  course,  no  one  can  do 
anything  much  under  the  circumstances.  But  I can’t 
get  over  the  shock  that  you  have  given  me.  Did  C. 
and  Miss  A.  go  through  this  whole  summer  think- 
ing that  there  were  no  metastases  and  that  the  boy 
really  had  a chance  to  get  well?  Of  course,  I real- 
ized that  a sarcoma  of  the  testicle  was  practically 
synonymous  with  death,  but  Miss  A’s.  statements 
to  me  led  me  into  joining  her  hopes  that  the  tumor 
had  been  removed  before  any  transfers  had  oc- 
curred and  that  the  vigorous  day  treatments  might 
destroy  any  tumor  cells  that  were  left  in  the  tis- 
sues.” 

“Well,”  says  George,  “it  is  an  interesting  story. 
Young  missed  the  whole  thing  at  first.  He  insisted 
that  the  boy  had  a tuberculous  testicle.  But  Franz 
recognized  it  from  the  first.  He  told  me  that  it  was 
none  of  his  business,  but  that  the  professor  was 
wrong  and  he  was  going  to  set  him  straight.  He 
went  right  into  Young’s  office  and  told  him  about 
it.  Young  then  came  out  and  said,  ‘Dr.  Benet,  it  is  a 
good  thing  that  we  keep  this  fellow  Franz  around 
here.  You  know,  I am  an  incurable  optimist  while 
Franz  is  just  as  confirmed  a pessimist.  He  may  be 
right  about  this  thing.’  Of  course  Young  was  the 
authority  that  I went  to  see,  so  I accepted  his  opin- 
ion and  telegraphed  back  that  he  said  that  the  boy 
had  a tuberculous  testicle.  That  is  how  that  report 


started.  But  the  operation  showed  that  he  was 
wrong.  They  found  a tumor  which  they  had  diffi- 
culty in  classifying,  some  of  them  said  that  it  was 
an  inflammatory  mass,  but  McCallum  [William  G. 
MacCallum]  said  that  it  was  an  invasive  growth. 
Young’s  crowd  took  X-Ray  pictures  of  all  of  the 
long  bones  and  of  the  chest  and  claimed  that  no 
metastases  were  found.  But  a few  weeks  later,  when 
Boggs  took  charge  of  the  case,  other  pictures  of 
the  chest  were  made  and  unmistakable  masses  were 
seen  in  the  lungs.  Boggs  then  tried  to  see  the  pic- 
tures that  had  been  made  by  Young,  but  those  of 
the  chest  could  not  be  found.  He  just  out  and  said 
that  Young  had  torn  them  up,  for  he  was  sure  that 
the  evidence  of  metastases  were  in  them.” 

“George,  that  is  a horrible  story.  I do  not  know 
when  anything  has  depressed  me  so.  This  affair 
has  really  cast  a damper  over  the  community.” 
“Yes,”  says  Fred,  “this  is  a peculiarly  sad  situa- 
tion. If  I did  not  have  a Board  meeting  tomorrow,  I 
should  take  the  train  and  go  to  C.  This  boy  was 
one  of  those  rare  boys  who  are  just  what  their  fa- 
ther wants  him  to  be.  He  had  all  of  the  physical 
size  and  strength  that  his  father  admired  and  he 
had  brains  with  it,  too.  He  had  already  chosen,  on 
his  own  account,  just  the  course  to  be  a lawyer  and 
a judge — and  he  would  have,  too,  if  this  thing  had 
not  happened.  It  is  just  too  distressing  for  words.” 
After  a few  more  exchanges  my  guests  de- 
parted— and  I to  bed,  wondering,  if  I had  to  do  it 
over  again,  whether  I should  choose  clinical  medi- 
cine as  a life’s  work. 
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John  C.  Hawk,  Jr.,  M.  D.  (May  21, 1918-March  7, 1999) 


It  is  difficult  to  think  of  the  South  Carolina 
Medical  Association  over  the  past  quarter  cen- 
tury without  thinking  of  John  C.  Hawk.  It  is  there- 
fore appropriate  that  we  honor  the  memory  of 
this  giant  of  a man  on  our  cover.  He  was  an  able 
spokesman  for  organized  medicine  at  the  county, 
state,  and  national  levels.  He  brought  his 
surgeon’s  zeal  for  meticulous  detail  to  our  by- 
laws and  those  of  the  AMA.  He  was  always  there 
and  always  smiling. 

There  have  been  many  eulogies  of  Dr.  Hawk 
since  his  death  in  March,  and  a brief  biographi- 
cal sketch  is  contained  elsewhere  in  this  issue. 
Chris  Hawk  tells  me  that  none  of  the  eulogies  to 
date  give  adequate  attention  to  his  father’s  smile. 
It  was  not  reserved  for  the  public  persona.  It  was 
shown  to  every  patient  who  entered  his  examin- 
ing room.  John  Hawk  indeed  embodied  the  ideal 
of  the  physician  as  an  instrument  of  hope. 

— CSB 


AUTHORS  WANTED! 

This  issue  features  a biographical  sketch  of  Dr. 
J.  Heyward  Gibbes  (1888-1962),  accompanied  by 
Gibbes’s  previously-unpublished  account  of  a 
medical  day  in  South  Carolina.  We  can  be  sure  that 
Gibbes  would  have  disapproved.  As  a rugged  in- 
dividualist, he  would  not  have  welcomed  the  no- 
toriety. As  a physician-author,  he  would  not  have 
welcomed  having  most  of  an  issue  given  to  a single 
subject.  Alas,  our  ability  to  publish  his  diary  in  full 
derived  from  our  having  a paucity  of  manuscripts 
awaiting  publication. 

The  Journal  of  the  South  Carolina  Medical  As- 
sociation began  in  1905  as  a forum  for  original 
observations  and  dialogue  by  and  among  the  Pal- 
metto State’s  practicing  physicians.  Physicians 
back  then  saw  publishing  as  a way  to  enhance  their 
reputations  and — perhaps  more  importantly — sup- 


port the  ideal  that  medicine  is  a learned  profes- 
sion, not  just  another  trade.  Some  years  ago,  I ex- 
pressed the  concern  that  growth  of  full-time 
medical  faculties  may  have  inhibited  the  desire  and 
ability  of  practicing  physicians  to  undertake  medi- 
cal scholarship.  Today,  I am  concerned  that  socio- 
economic trends  symbolized  by  the  rise  of  managed 
care  further  erode  our  collective  self-image  as  a 
learned  profession. 

Hence  my  plea:  Write  it  up!  If  you’re  unsure 
whether  that  project  you’ve  been  putting  off  is  ap- 
propriate for  our  journal,  please  ask!  You  can  write 
or  call  our  editorial  office,  or  reach  me  by  e-mail: 
cbryan@richmed.medpark.sc.edu.  Let  us  hear  from 
you! 

—CSB 
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HEYWARD  GIBBES,  THE  OSLERIAN  TRADITION,  AND 
THE  IDENTITY  OF  INTERNAL  MEDICINE 


Medical  specialities  in  the  United  States  arose 
from  the  context  of  general  practice.  During  the 
19th  Century  more  and  more  generalist  physicians 
began  to  limit  their  work  to  one  area  or  another. 
Some  generalists  achieved  new  identities  as  der- 
matologists, surgeons,  neurologists,  obstetricians, 
gynecologists,  pediatricians,  or  psychiatrists.  Oth- 
ers achieved  identities  as  consultants  to  their  fel- 
low generalists  on  difficult  cases.  Consultant  status 
was  based  on  hard-earned  reputation.  Consulta- 
tions put  egos  on  the  line,  since  by  definition  they 
reflected  one  generalist’s  need  to  seek  another’s 
help.  Early  codes  of  medical  ethics,  such  as  that 
adopted  by  the  AM  A,  had  a great  deal  to  say  about 
the  etiquette  of  consultations.The  referring  physi- 
cian would  present  the  case  to  the  consulting  phy- 
sician; the  two  would  discuss  the  case  outside  the 
patient’s  presence;  the  referring  physician  would 
then  present  the  conclusions;  and  rules  governed 
what  would  happen  when  the  doctors  disagreed. 
A good  consultant  needed  knowledge,  skill,  and 
considerable  tact. 

It  was  against  this  background  that  Internal 
Medicine  was  organized  largely  as  a consulting 
specialty.  Its  origins  are  popularly  if  somewhat  er- 
roneously identified  with  the  personage  of  Will- 
iam Osier,  whose  great  textbook,  The  Principles 
and  Practice  of  Medicine  (1892),  established  his 
reputation  as  the  leading  generalist  physician  of 
his  era.  In  retrospect,  Osier  is  emblematic  of  the 
great  consultants  of  his  era.  In  1885  some  of  these 
men  (for  they  were  all  men  back  then)  met  to  form 
the  Association  of  American  Physicians,  an  orga- 
nization dedicated  to  scientific  medicine  to  the  ex- 
clusion of  politics.  They  consciously  espoused  the 
German  mechanistic  model  of  disease,  known  then 
as  innere  Medizin  and  now  as  “the  biomedical 
model.”  Good  medical  practice,  they  felt,  would 
increasingly  be  based  on  the  biochemistry  and 
physiology  of  the  internal  organs.  The  term 
“Oslerian  tradition”  is  sometimes  used  to  desig- 
nate the  ideal  of  the  broadly-knowledgeable  gen- 
eralist-consultant exemplified  by  Osier  and  his 
colleagues.1 

James  Heyward  Gibbes  was  a notable  exem- 
plar of  the  Oslerian  tradition  understood  in  this 
way.  Although  Osier  had  left  Baltimore  before 


Gibbes  entered  medical  school  at  Johns  Hopkins — 
Gibbes  saw  Osier  but  once  and  could  not  remem- 
ber a word  Osier  had  to  say — he  was  taught  by  the 
heirs  to  Osier’s  mantle.  Highly  principled  and  self- 
disciplined,  Gibbes  embraced  the  ideal  of  the  con- 
sultant as  understood  by  previous  generations.  Thus 
the  late  Dr.  Charles  R.  Holmes  recalled  that  he  once 
asked  Gibbes  for  a consultation  in  a case  of  fever 
of  unknown  origin  referred  to  him  by  another  phy- 
sician. After  Gibbes  had  finished  his  examination, 
the  family  asked  for  his  opinion.  He  replied  that  he 
would  give  his  opinion  only  to  Dr.  Holmes.  Gibbes 
refused  to  be  tainted  by  the  familiar  mot  that  “a 
consultant  is  someone  who  doesn’t  answer  the  ques- 
tion and  steals  your  patient.” 

The  historian  Rosemary  Stevens  has  character- 
ized Internal  Medicine  as  a field  singularly  charac- 
terized by  institutional  importance  and  definitional 
ambivalence.2'3  On  the  one  hand.  Internal  Medicine 
has  prospered  during  the  twentieth  century  to  the 
extent  that  it  is  now  the  largest  of  all  medical  spe- 
cialities. On  the  other  hand,  Internal  Medicine 
exists  as  such  only  because  it  is  organized,  for  its 
turf  boundaries  are  by  no  means  clear-cut.  Internal 
Medicine  now  faces  challenges  from  opposite  di- 
rections. Its  own  subspecialists  have  to  a large  ex- 
tent taken  over  the  internist’s  hereditary  role  of 
consultant.  Certain  of  the  subspecialities — most  no- 
tably cardiology  and  oncology — now  threaten  to 
break  off  from  the  mother  tree.  Other  primary  care 
specialties — most  notably  Family  Medicine  but  also 
Emergency  Medicine  and  Preventive  Medicine — 
have  arisen  to  challenge  the  internist’s  acquired  role 
of  primary  care  provider.  These  tensions  are  trace- 
able to  the  origins  of  Internal  Medicine.  Heyward 
Gibbes  knew  them  well. 

In  1915,  not  long  after  his  return  to  South  Caro- 
lina, Gibbes  read  a paper  at  the  annual  SCMA  meet- 
ing in  Greenwood.  He  said: 

Internal  Medicine  is  now,  as  it  always  has  been, 
the  broadest  field  of  special  endeavor  in  clini- 
cal medicine.  Its  definition  and  delimitation  of 
its  field  of  activity  have  never  been  satisfacto- 
rily expressed.  ...  In  1897  Dr.  Osier  said  of 
Internal  Medicine:  “Not  itself  a specialty 
(though  it  embraces  at  least  half  a dozen),  its 
cultivators  cannot  be  called  specialists,  but  bear 
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without  reproach  the  good  old  name  physician, 
in  contradistinction  to  general  practitioners, 
surgeons,  obstetricians,  and  gynecologists.” 
While  this  statement  is  no  less  true  today  than 
at  the  time  it  was  spoken,  the  general  practi- 
tioners and  specialists  upon  whose  many  bor- 
ders Internal  Medicine  so  nearly  encroaches, 
may  in  all  justice  demand  a more  specific  state- 
ment of  the  relation  of  the  internist.”4 
He  acknowledged  that  it  was  not  fair  for  general 
practitioners  to  “expect  to  find  co-operation  at  the 
hands  of  the  internist  and  to  encounter  competi- 
tion in  its  stead.”  In  another  paper,  he  conceded 
that  “no  terse  definition  of  Internal  Medicine  has 
ever  been  given,  and  it  is  probable  that  none  can 
be  had.”5 

Gibbes,  like  Osier,  expressed  great  admiration 
for  the  family  physicians,  “the  sturdy  type  of  war- 
rior” on  the  front  line  of  medical  practice.  Yet 
Gibbes  opposed  the  AMA’s  recommendation  that 
family  physicians  carry  out  annual  physical  exami- 
nations: 

The  merit  of  the  general  practitioner  contin- 
ues to  be  the  solid  rock  on  which  respect  for 
the  medical  profession  is  founded.  . . . But  I 
have  some  doubt  whether  the  tremendous  de- 
mands upon  his  time,  his  habits  of  work  and 
his  habits  of  thought,  and  the  discursiveness 
of  his  occupation  do  not  to  a large  extent  dis- 
qualify him  for  the  time-consuming  and  de- 
tailed type  of  examination  that  has  been 
outlined  as  necessary  for  a periodic  health  ex- 
amination.6 

Typical  of  his  era,  Gibbes  thus  perceived  Internal 
Medicine  as  a specialty  that  stressed  depth  rather 
than  breadth  or — put  baldly — as  an  elite  form  of 
generalism. 

Elitism  does  not  sit  well  with  most  Americans. 
It  was  only  natural  that  Gibbes,  like  other  inter- 
nist-consultants, would  be  resented  at  least  to  some 
extent  by  his  contemporaries.  A bitter  yet  comical 
exchange  took  place  at  the  1932  annual  meeting 
between  Gibbes  and  J.  Adams  Hayne,  South 
Carolina’s  health  officer.  Colorful,  opinionated, 
bombastic,  articulate,  yet  less-well-educated  than 
Heyward  Gibbes,  Hayne  toyed  with  Gibbes  when 
the  latter  defended  Osier’s  reputation  at  an  SCMA 
meeting: 

Gibbes : Anyone,  I think,  who  has  the  temerity 
to  compare  Dr.  Osier,  in  an  unfavorable  light, 


with  any  other  physician  of  modem  times  is 
brave  indeed.  To  speak  of  Dr.  Osier  as  a great 
absorber,  and  leave  the  matter  there,  is,  it  seems 
to  me,  a terrible  injustice  to  a memory  that  we 
all  revere.  Not  only  was  Dr.  Osier  a great  ab- 
sorber, but  a great  research  worker,  a great 
thinker,  and,  above  everything  else,  a great 
inspirer  of  medical  men.”7 

Hayne : I rise  to  a point  of  personal  privilege. 
Dr.  Osier  was  known  at  college  as  “Sticky,” 
because  everything  anyone  said  stuck  to  him, 
and  he  usually  repeated  it.” 

Hayne  would  not  let  it  go.  After  concluding  a pa- 
per on  pellagra  in  the  United  States  during  which 
he  mentioned  both  Osier  and  Sir  Patrick  Manson, 
he  said:  “Dr.  Osier  was  a great  absorber,  but  Dr. 
Manson  was  a great  thinker.”8  Despite  the  reserva- 
tions of  Hayne  and  others  like  him,  Internal  Medi- 
cine prospered. 

At  the  time  of  Gibbes’s  death  in  1962,  Internal 
Medicine  and  its  relationship  to  general  practice 
were  changing  rapidly.  America’s  postwar  prosper- 
ity led  to  huge  budgets  at  the  National  Institutes  of 
Health,  which  fueled  not  only  research  but  also  full- 
time professorships  and  fellowships  in  Internal 
Medicine’s  subspecialities.  Subspecialization  ap- 
pealed to  a large  majority  of  the  graduates  of  Inter- 
nal Medicine  residency  programs.  Entering 
practice,  these  graduates  increasingly  identified 
themselves  not  as  internists  but  rather  as 
subspecialists — as  cardiologists  or  gastroenterolo- 
gists, pulmonologists  or  rheumatologists.  Internists 
held  onto  their  acquired  identity  as  primary  care 
providers,  but  the  effort  often  seemed  to  be  half- 
hearted. 

Americans  rejoiced  in  the  new  medical  technol- 
ogy but  were  not  entirely  happy.  They  pined  for 
the  old-time  general  practitioner,  who  seemed  to 
be  vanishing  from  the  landscape.  General  practi- 
tioners responded.  They  asked  the  American  Board 
of  Internal  Medicine  to  design  a certifying  exami- 
nation for  them,  but  were  turned  down.  In  1969 
they  formed  the  American  Academy  of  Family 
Practice.  To  their  lasting  credit  they  became  the 
first  medical  specialty  to  insist  on  recertification. 
Their  leaders  (many  of  whom  had  trained  as  inter- 
nists or  as  pediatricians)  rightly  pointed  out  that 
the  biomedical  model  of  disease — innere 
Medizin — inadequately  explained  a large  fraction 
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of  the  symptoms  lurking  in  doctors’  waiting  rooms. 
They  proposed  an  alternative  and  called  it  the 
biopsychosocial  model.  Family  Medicine  gained 
appeal  among  third-party  payers  as  a more  cost- 
effective  style  of  practice. 

For  some  time  I (like  many  others)  have 
struggled  over  the  relationship  between  general 
Internal  Medicine  and  Family  Medicine.  How 
should  these  specialties  relate  to  one  another? 
Should  they  go  their  separate  ways?  Or  should  they 
try  to  find  common  ground? 

In  my  opinion,  the  leaders  of  Internal  Medicine 
and  Family  Medicine  should  work  hard  to  find 
common  ground.9  Both  specialties  offer  primary 
care  for  adults  (some  of  my  colleagues  in  Family 
Medicine  tell  me  that  up  to  90  percent  of  their  prac- 
tices consist  of  adult  medical  care  similar  to  that 
given  by  internists).  Many  general  internists  are 
now  becoming  “hospitalists,”  a movement  that 
could  eventually  make  it  difficult  for  family  phy- 
sicians (and  most  others  physicians,  for  that  mat- 
ter) to  take  care  of  sicker  patients  in  the  hospital 
setting.  On  the  other  hand,  nurse  practitioners  are 
increasingly  becoming  more-or-less  independent 
primary  care  providers.  Some  observers  suggest 
that  neither  general  Internal  Medicine  nor  Family 
medicine  will  remain  viable  much  longer,  since  the 
dominant  style  of  practice  will  consist  of  midlevel 
practitioners  referring  patients  selectively  to 
procedurists  and  super-specialists. 

I believe  that  training  in  the  primary  care  disci- 
plines needs  to  become  more  flexible.  Training 
modules  borrowed  from  Internal  Medicine,  Fam- 
ily Medicine,  Pediatrics,  Emergency  Medicine, 
nonoperative  Gynecology,  Orthopedics,  and  other 


disciplines  would  not  only  prepare  young  physi- 
cians for  specific  niches  but  also  provide  neces- 
sary nourishment  for  seasoned  physicians  whose 
careers  need  reorientation.  Finding  common 
ground  and  flexibility  could  quite  possibly  result 
in  the  evolution  of  Departments  of  Primary  Care, 
accelerating  the  trend  for  medical  subspecialists  to 
forge  alliances  with  their  surgical  counterparts. 
Should  that  come  to  pass,  so  be  it.  Osier,  I suspect, 
would  have  approved. 

— CSB 
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Letters  to  t\)e  Editor 


Dear  Sir: 

As  board  certified  allergists,  we  strongly  dis- 
agree with  statements  made  in  the  article  “Current 
Therapy  for  Chronic  Rhinitis”  by  Gregory  S.  Par- 
sons, M.  D.,  which  appeared  in  the  December  1998 
issue  of  The  Journal.  Dr.  Parsons  writes  that,  “in 
vitro  tests  are  performed  on  serum,  and  when  per- 
formed by  a quality  lab,  are  now  the  equivalent  of 
skin  testing.”  Multiple  references  (1-5)  suggest  that 
in  vivo  skin  tests  are  superior  to  in  vitro  tests  in  the 
diagnosis  of  allergic  diseases  including  rhinitis.  It 
is  difficult  to  determine  which  labs  perform  high 
quality  in  vitro  allergy  tests12.  In  the  setting  of  man- 
aged care,  it  is  often  cost  rather  than  quality  which 
determines  which  labs  are  allowed  under  a given 
patient’s  medical  coverage.  Recent  practice  param- 
eters published  by  a joint  panel  of  the  American 
Academy  of  Allergy,  Asthma,  and  Immunology  and 
the  American  College  of  Allergy,  Asthma,  and 
Immunology  state,  “the  precise  sensitivity  of  these 
immunoassays  (in  vitro  tests)  compared  with  prick/ 
puncture  skin  tests  has  been  reported  to  range  from 
less  than  50  percent  to  greater  than  90  percent,  with 
the  average  being  about  70  percent  to  75  percent  for 
most  studies.  Skin  tests  are  therefore  the  preferred 
tests  for  the  diagnosis  of  IgE-mediated  disease.”3 

Dr.  Parsons’  article  speaks  of  the  benefits  of  skin 
end  point  testing  in  the  diagnosis  of  allergic  rhini- 
tis. This  technique  employs  multiple  series  of  in- 
tracutaneous  skin  tests,  an  expensive  and 
uncomfortable  technique  that  provides  little  addi- 
tional information  compared  to  traditional  prick/ 
puncture  skin  tests  in  the  diagnosis  of  allergic  rhini- 
tis. Recent  practice  parameters  discuss  serial  end 
point  titration  under  the  section  “Tests  that  are  Valid 
as  Diagnostic  Allergy  Tests  but  Inappropriate  for 
General  Clinical  Use.”  The  parameters  state,  “when 
used  for  diagnosis  of  atopic  respiratory  disease,  it 
provides  a degree  of  precision  that  most  allergists 
fell  is  unnecessary  in  ordinary  clinical  practice.”3 

We  feel  that  it  is  important  for  readers  to  under- 
stand discrepancies  between  the  usual  diagnosis  of 
allergy  in  the  hands  of  board  certified  allergists  and 
the  techniques  promoted  in  “Current  Therapy  for 
Chronic  Rhinitis.” 


Andrew  Davidson,  M.  D. 
Thomas  Harper,  M.  D. 
Bruce  Ball,  M.  D. 

P.O.  Box  1555 

Mt.  Pleasant,  SC  29465 
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The  above  letter  was  forwarded  on  to  the  author  and 
the  following  is  the  response: 

Dear  Sir: 

I am  perplexed  by  the  letter  from  the  board  cer- 
tified allergists  to  The  Journal,  and  Gregory  Par- 
sons, M.  D.,  who  wrote  “Current  Therapy  for 
Chronic  Rhinitis”  in  the  December  1998  issue.  The 
letter’s  older  references  on  in-vitro  tests  for  inhal- 
ant sensitivities  ignores  the  constant  flux  of  method 
refinements.  Such  makes  about  as  much  sense  as 
comparing  the  capabilities  of  MRI  even  five  years 
ago  to  the  current  “rapid  sequence”  technology  that 
can  quantitate  calcification  within  the  coronary 
arteries.  In  1998,  “In-Vitro  and  Skin  Testing  for 
Allergy:  Comparable  Clinical  Utility  and  Costs” 
(Am  J Man  Car  4:969-985)  concluded  that  the  “re- 
cent scientific  literature  indicates  that  in-vitro  and 
skin  testing  are  highly  correlated,”  and  that  it  is 
not  now  possible  “to  determine  which  test  is  more 
accurate.”  I personally  favor  skin  testing  as  it  is 
less  expensive  (albeit,  slightly  more  painful)  than 
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in  vitro  testing,  but  note  the  utility  of  in  vitro 
“screens”  in  confirming  allergic  rhinitis  patients 
tentatively  identified  by  history  and  physical  ex- 
amination. A “screen”  of  eight  geographically  ad- 
justed inhalant  allergens  can  identify,  with  96 
percent  efficiency  and  94  percent  sensitivity,  those 
who  would  benefit  from  a more  comprehensive 
(and  expensive)  allergy  workup. 

I am  not  sure  what  to  make  of  “it  is  so  difficult 
to  determine  which  labs  preform  high  quality  in- 
vitro  tests,”  as  such  would  seem  no  more,  or  less, 
difficult  than  determining  which  specialist  performs 
high  quality  skin  tests  for  allergies.  Most  primary 
care  physicians  seems  quite  adept  at  determining 
for  themselves  which  labs  and/or  physicians  de- 
liver quality  services  to  their  patients. 

It  is  true  that  intracutaneous  skin  testing,  a com- 
mon technique  among  otolaryngologists,  involves 
more  skin  punctures  than  does  traditional  prick  test- 
ing, but  in  our  current  medical  reimbursement  en- 
vironment it  is  usually  no  more  expensive,  as  the 
specialist  is  commonly  reimbursed  one  lump  sum 
for  all  skin  tests.  It  is  a matter  of  opinion,  on  which 
honest  practitioners  can  disagree,  as  to  whether  the 
higher  degree  of  precision  offered  by  multiple  in- 
tracutaneous skin  tests  is  advantageous  in  clinical 
practice. 

In  the  past  few  years,  the  national  allergy/im- 
munology and  the  otolaryngology  organizations 
have  cooperated  on  many  issues,  and  ceased  com- 
menting on  technique  differences.  Diminution  of 
the  internecine  rivalry  began  with  the  Council  of 
Scientific  Affairs  of  the  AMA  in  1986,  which  af- 
firmed that  “skin  test  end  point  titration  provides  a 
useful  and  effective  measure  of  patient  sensitiv- 
ity” and  even  then  acknowledged  the  efficacy  of 
the  relatively  crude  in-vitro  tests  (JAMA  258: 1363- 
1367,  1987;  258:1639-1643,  1987).  As  evidence 
of  this  interspecialty  reproachment,  the  American 
Academy  of  Otolaryngology-Head  and  Neck  Sur- 
gery in  1996  published  “Allergic  Rhinitis:  Clini- 
cal Practice  Guidelines”  (Otolaryngol  Head  Neck 
Surg  115:115-122),  which  specifically  acknowl- 
edged the  validity  of  skin  prick  testing.  In  1998, 
the  Joint  Task  Force  on  Practice  Parameters  in  Al- 
lergy, Asthma  and  Immunology  (sponsored  by  the 
national  allergy/immunology  organizations)  issued 
“Diagnosis  and  Management  of  Rhinitis”  (Ann 
Allergy  Asthma  Immunol  81:478-518)  that  con- 
cluded “the  demonstration  of  specific  IgE  antibod- 


ies to  known  allergens  by  skin  testing  or  in  vitro 
tests  is  of  particular  importance  in  determining 
whether  the  patient  has  allergic  rhinitis  and  for  iden- 
tifying specific  allergens.” 

Just  a few  months  ago,  Medicare  reimbursement 
issues  relative  to  immunotherapy  were  addressed 
jointly  by  Allergy/Immunology  and  Otolaryngol- 
ogy representatives  in  testimony  before  the  fed- 
eral Health  Care  and  Financing  Administration. 
That  joint  effort  continues,  and  has  a distinctly 
South  Carolina  flavor,  given  that  the  SCMA  Presi- 
dent, Dr.  Imbeau,  represents  one  of  the  general  al- 
lergy groups  at  the  AMA,  and  I,  one  of  the 
otolaryngology  groups,  Given  (at  last)  specialty 
cooperation  in  a joint  “allergy  caucus”  at  the  AMA, 
the  AMA  is  supporting  our  mutual  efforts.  I do  hope 
such  cooperation  extends  to  the  local  level. 

J.  David  Osguthorpe,  M.  D. 

Dept,  of  Otolaryngology  and 
Communicative  Sciences 
171  Ashley  Ave. 

Charleston,  SC  29425-2242 


Dear  Sir: 

I just  finished  reading  Dr.  William  Pittard’s  ar- 
ticle on  Medicaid  managed  care  in  the  January  1999 
issue  of  The  Journal  of  the  South  Carolina  Medi- 
cal Association  and  as  a Family  Practice  physician 
in  Seneca,  I have  these  comments  about  our  state’s 
Medicaid  program. 

While  the  goals  of  improving  access  to  care  and 
continuity  of  care  to  Medicaid  recipients  are  ad- 
mirable, managed  care,  no  matter  how  you  define 
it,  does  not  address  what  I perceive  as  Medicaid’s 
biggest  problem:  recipient  attitude.  Most  of  the 
adults  on  Medicaid  that  I have  treated  seem  to  feel 
that  they  deserve  the  best  medicine  has  to  offer 
without  having  to  accept  any  responsibility  for  their 
own  health.  As  a group,  they  are  the  most  demand- 
ing, non-compliant,  resource-draining,  irrespon- 
sible patients  I have  encountered.  In  addition  to 
seeing  Medicaid  patients  in  my  office,  I also  vol- 
unteer in  our  local  “free  clinic”  for  people  with 
limited  incomes  who  have  no  health  care  cover- 
age. I would  rather  see  the  patients  in  the  free  clinic 
because  in  general,  they  are  much  more  apprecia- 
tive of  the  help  and  more  willing  to  work  towards 
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their  health.  Instead  of  shifting  the  financial  respon- 
sibility for  following  preventative  medicine  guide- 
lines from  the  state  to  the  physicians  with  the  HMO 
system,  we  need  to  be  shifting  the  responsibility  to 
the  recipients  themselves.  As  long  as  it  costs  a 
Medicaid  recipient  with  a common  cold  less  money 
to  be  seen  in  an  Emergency  Department  and  get  a 


prescription  than  it  does  to  go  the  drugstore  and 
get  a bottle  of  cough  syrup,  the  problem  with  atti- 
tude will  persist. 

Jaymi  S.  Meyers,  M.  D. 

Keowee  Family  Medicine 
102  Omni  Dr.,  Suite  B 
Seneca,  SC  29672 


The  following  84-word  poem  is,  according  to  the  author,  a parody  concerning  our  “little  recent  progress  in 
defining  our  fuzzy  concepts  of  consciousness,  awareness,  personhood,  and  humanness.  ” The  author  points  out 
that  some  of  these  qualities  must  begin  in  the  fetus  as  neurons  begin  to  multiply,  correlating  with  myelinization 
and  synaptic  development  ( bouton  terminaux). 

The  author  points  out  that  “since  some  modern  deliveries  are  done  with  the  mother  sitting  in  a Jacuzzi , the  first 
words  that  this  child  might  hear  would  be  those  of  the  obstetrician  ( Quincy)  asking  for  scissors  to  cut  the  cord.  ” 

— CSB 


Born  in  a Turquoise  Jacuzzi 

Now  that  functional  MR  can  tell  the  age  of  any 
thought,  picture  my  unsolicited  push  from  a urine-filled, 
black  sack  into  this  endless,  reddening  tub. 

My  third  idea  was  mom’s  huge  foot. 

The  place  got  pinker,  heartbeats  fainter.  Could  I have 
more  thoughts,  please?  Reflexes  are  boring,  but  ideas 
can  initiate  the  flow  in  my  boutons  terminaux. 

Twenty-five  thoughts  equal  consciousness  but  thirty-five  mean 
sapience,  or  even  personhood.  Thought  number  forty  was  why 
“...pass  the  scissors  to  Quincy?” 

Edward  V.  Spudis,  M.  D. 

1215  Yorkshire  Rd. 

Winston-Salem,  MC  27106 
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Physicians  dedicated  to  the  health  of  America 


Physician’s  Recognition  Award 


Jo  fin  Smith, 


The  AMA Physician’s  Recognition  Award  lets  your  patients,  your 
hospital,  and  your  colleagues  know  that  you  are  continually  expand- 
ing your  knowledge  and  improving  your  skills.  One  hour  of  CME 
each  week,  50  hours  a year,  and  you  can  be  eligible  to  receive  this 
prestigious  proof  of  your  voluntary  achievements  in  programs  of 
Continuing  Medical  Education. 

Facts  about  the  Physician's  Recognition  Award 
You  need  just  50  hours  of  CME  - about  1 hour  per  week.  Twenty  hours 
must  be  AMA  PRA  education  hours,  the  remainder  may  be  either 
Category  1 or  Category  2 hours. 

• One,  two  or  three  year  certificates  are  provided,  based  on 
your  needs. 

• Your  CME  can  be  reported  at  any  time. 

• You  can  fax  or  mail  your  application.  Applications  are  provided 
on  the  AMA  home  page  (http://www.ama-assn.org)  under  the 
Medical  Science  and  Education  button. 

• PRA  staff  will  review  hospital  CME  transcripts  in  place  of 
the  application  form. 

• A certificate  with  Commendation  for  Self-Directed  Learning 
is  available. 

• The  PRA  certificate  is  accepted  by  many  specialty  societies  as 
satisfying  CME  requirements  and  it  is  reciprocal  with  4 state 
medical  society  certificate  programs  - CA,  NJ,  VA  and  PA. 

The  PRA  certificate  is  listed  on  Physician  Select  (AMA  home  page) 
and  will  be  a component  of  AMAP. 

Call  today  to  receive  information  and  your  application  for  the 
Physician's  Recognition  Award.  Materials  are  available  by  fax  or 
mail.  Call  800  621-8335,  and  press  2 for  a fax  application. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


On  the  Covey 


JOHN  CHRISMAN  HAWK,  JR.,  M.  D.  (MAY  21, 1918  - MARCH  7, 1999) 


A major  contributor  to  the  efforts  of  organized 
medicine  on  local,  state  and  national  levels,  Dr. 
John  Hawk  began  his  involvement  in  the  1960s. 
He  served  as  South  Carolina  delegate  to  the 
American  Medical  Association  for  25  years.  In  a 
flyer  promoting  his  candidacy  for  AMA  Board  of 
Trustees  his  platform  promoted  “A  HAWK  for  the 
Practice  of  Private  Medicine.”  The  profile  states 
“John  Hawk  is  recognized  for  being  radical  when 
necessary  in  cancer  surgery,  but  conservative  in  the 
medicopolitical  arena.  . . .” 

On  the  state  level,  Dr.  Hawk  was  active  in  the 
House  of  Delegates  before  serving  as  Vice 
President  of  the  South  Carolina  Medical 
Association  in  1965-66  and  President  of  the 
Association  in  1978-79.  In  addition  he  was  actively 
involved  in  both  the  local  and  state  organizations 
of  the  American  Cancer  Society. 

On  the  local  level,  his  service  to  medicine 
included  president  of  the  Roper  Hospital  Staff  in 
1972  and  President  of  the  Charleston  County 
Medical  Society  in  1965-66.  His  service  to  the 
latter  continued  as  a member  of  its  Executive 
Committee.  He  also  found  time  for  active 
membership  in  The  Robert  Wilson  Medical  History 
Club,  and  the  Waring  Library  Society  of  which  he 


was  both  a Charter  and  Life  member.  The  list  of 
his  non-medical  activities  is  almost  as  long.  They 
include  the  Presbyterian  Church  of  which  he  was  a 
deacon  and  elder  and  involved  locally  and 
nationally,  the  Charleston  County  School  Board, 
Junior  Achievement,  and  the  South  Carolina 
Historical  Society. 

Dr.  Hawk’s  list  of  achievements  would  never 
be  complete  without  mention  of  his  and  his  wife’s 
accomplishment  of  providing  the  next  generation 
with  nine  fine  adults  and  nomination  by  his  friends 
and  patients  from  St.  George,  SC  for  the  Order  of 
the  Palmetto  which  was  awarded  to  him  in  1991. 

Also  in  1991,  on  the  occasion  of  Dr.  Hawk’s 
retirement  from  active  practice  of  surgery,  The  Rev. 
Dr.  Charles  Robert  Tapp,  President  Emeritus  of  the 
Presbyterian  Home  of  South  Carolina,  had  this  to 
say  about  John  Hawk  in  a letter  to  the  editor:  “Dr. 
Hawk’s  ministry  in  medicine  will  forever  remain 
an  example  for  generations  of  those  who  will  follow 
him,  and  will  forever  abide  in  the  hearts  of  his 
patients  who  loved  him  and  arise  to  ‘call  him 
blessed.’  ” 

Jane  McCutchen  Brown,  Curator 

Waring  Historical  Library 
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INAUGURAL  ADDRESS  TO  THE  SOUTH  CAROLINA  MEDICAL 
ASSOCIATION  ALLIANCE  HOUSE  OF  DELEGATES 

April  30, 1999 

“Time  past  and  time  future  allow  but  a little  consciousness.”  T.  S.  Eliot’s  words  reach  out  to  us  as  we 
contemplate  the  millennium. 

Come  be  a time  traveler  with  me — we  go  back  1000  years  to  a time  when  few  people  could  write 
their  names,  read  a sentence  or  realize  the  significance  of  a date  on  the  calendar.  The  year  is  999.  The 
world  population  is  300  million  and  average  life  expectancy  is  barely  30.  Europe  is  emerging  from  the 
Dark  Ages  where  the  usual  practice  of  medicine  consists  of  domestic  applications  of  sorcery,  charms, 
and  old  wives’  remedies.  “For  a headache,  take  willow,  add  oil,  reduce  to  ashes,  work  to  a viscid 
substance,  add  to  this  hemlock,  carbine,  and  red  nettle,  pound  them  together-bathe  therewith.”  Sounds 
like  a great  cure  for  a hangover  or  a treatment  at  the  Golden  Door  Spa! 

Meanwhile,  as  we  travel  to  the  Eastern  world,  intellectual  illumination  is  a little  brighter.  At  the 
dawn  of  the  millennium,  Persians  are  studying  translations  of  the  early  Greek  scientific  texts;  they  are 
discovering  theories  of  Hippocrates  that  emphasize  scientific  reasoning  instead  of  mysticism  and  su- 
perstition. This  enlightenment  enables  Ibn-Sina,  the  Persian  physician  and  philosopher,  to  determine 
that  tuberculosis  is  contagious.  His  Cannon  of  Medicine  becomes  a medical  text  for  over  600  years. 

As  time  travelers,  we  are  not  prisoners  of  time.  We  will  move  from  the  year  1000  and  observe  vast 
changes  in  medicine  during  our  journey.  We  will  witness  how  the  medical  pioneers  built  on  the  knowl- 
edge of  Greek  scientific  literature.  The  pure  message  of  the  Hellenic  texts  is  “heal  the  sick  and  relieve 
human  suffering.”  A quote  from  Precepts  in  the  Hippocrates  Corpus  gives  it  a voice:  “Where  there  is 
love  of  human  kind,  there  is  also  the  love  of  the  art  of  medicine.”  Using  this  devotion  as  a vehicle  we 
move  toward  2000  and  Healthy  Lives  for  the  Millennium. 

Slide  show  begins  ( artwork  provided  by  children  of  Florence  County  Medical  Alliance  Members ) 

1000 — European  townspeople  found  hospitals  for  sick  and  aging. 

1 100 — Universities  start  medical  schools. 

1268 — Roger  Bacon  publishes  works  on  improving  sight  with  eyeglasses. 

1348 — Black  Death  kills  one-third  of  Europe’s  population;  doctors  begin  dissecting  human 

bodies  leading  to  rise  of  scientific  method. 

1401 — Nuremberg  wives  arrange  feeding,  clothing,  and  shelter  of  lepers. 

1455 — Gutenburg  Bible,  first  moveable  type,  allows  medical  texts  to  be  printed. 

1535 — Europeans  introduced  to  tobacco. 

1543 — Vesalius  describes,  through  dissection,  correct  human  anatomy. 

1628 — William  Harvey  explains  circulatory  system. 

1674 — Leeuwenhoek  observes  bacteria  through  a microscope. 

1796 — Edward  Jenner  administers  first  effective  vaccination. 
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1842-46 
1854 — 

1858 — 

1862-82 
1866 — 

1867 — 

1895 — 

1898 — 

1900 — 

1922 — 

1923 — 

1928 — 

1931 — 

1953 — 

1958 — 

1967 — 

1967 — 

1985 — 

1996 — 

1999— 

Slide  Show  ends 

One  thousand  years  have  passed  and  the  world  population  has  grown  form  300  million  to  over  six 
billion.  Global  life  expectancy  is  62  and  in  the  United  States,  it  is  76.  Generation  after  generation  of 
steadily  increasing  scientific  knowledge  has  brought  us  miraculous  ways  to  care  for  the  sick  and  dying. 
Our  pledge  is  that  progress  will  continue  into  the  next  millennium.  Many  organizations  are  in  place  to 
insure  that  the  body  of  knowledge  grows,  but  none  are  as  unique  as  the  medical  alliance.  The  love 
alliance  members  feel  for  their  physicians  spouses  naturally  extends  to  love  for  all  human  beings. 
Supporting  and  promoting  programs  like  SAVE  (Stop  America’s  Violence  Everywhere),  AMA  Founda- 
tion, and  Pregnant  Pause  is  a genuine  extension  of  that  emotion.  The  conviction  that  the  medical  alli- 
ance will  stand  the  scrutiny  of  time  should  bring  members  to  the  highest  level  of  determination. 

Remember  the  townspeople  in  1000,  founding  hospitals;  the  Nuremberg  wives  in  1400,  tending 
lepers;  Lister  and  his  wife,  in  1867,  toiling  in  their  kitchen  lab;  and  in  1999,  Alexis  Alia  challenging  us 
to  raise  money  for  medical  scholarships.  These  people  inspire  us  to  fulfill  our  role. 

Whether  it  is  giving  blood,  signing  an  organ  donor  card,  raising  funds  for  medical  research,  or  dis- 
tributing Pregnant  Pause  booklets  on  Doctors  Day  2000,  we  are  determined  to  make  the  next  millen- 
nium count. 

As  Eliot  challenged,  “Be  remembered;  involved  with  the  past  and  the  future.  Only  through  time  is 
time  conquered.” 


Crawford  Long  and  William  Morton  use  ether  as  anesthetic. 
Florence  Nightingale  applies  revolutionary  nursing  practices. 
Virchow  discovers  disease,  even  life,  begins  at  cellular  level. 
Pasteur  and  Koch  prove  certain  bacteria  cause  specific  diseases. 
Mendel  proposes  basis  laws  of  heredity. 

Joseph  Lister  introduces  antiseptic  methods  to  surgery;  Lister  and 
his  wife  work  side-by-side  in  their  kitchen  laboratory. 

Wilhelm  Roentgen  discovers  X-rays. 

Marie  and  Pierre  Curie  discover  radium. 

Freud  publishes  Interpretation  of  Dreams. 

AMA  Auxiliary  founded  in  St.  Louis. 

SCMA  Auxiliary  founded  in  Charleston. 

Fleming  identifies  penicillin. 

SCMA  Auxiliary  starts  medical  student  loan  program. 

Watson  and  Crick  decipher  structure  of  DNA. 

SCMA  Auxiliary  begins  funding  American  Medical  Association- 
Education  and  Research  Foundation  (AMA-ERF). 

Cicely  Saunders  establishes  St.  Christopher’s  first  modem  hospice. 
Christaan  Barnard  performs  first  heart  transplant. 

Gallo  and  Montagnier  identify  the  AIDS  vims. 

Ian  Wilmut  clones  the  first  adult  mammal,  Dolly  the  Sheep 
SCMA  Alliance  Annual  Meeting,  April  30,  1999 


HEALTHY 
LIVES 
FOR  THE 
MILLENNIUM 


Remember  the  Future — Be  a Part 


Shirley  Meiere  (Mrs.  Cheney  M.) 
1999-2000  SCMAA  President 
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• cheek  immunisation  records 


• give  every  needed  vaccine 
m educate  jtarents 
about  immunistition 
• schedule  the  next 
immunisation  appointment 
m For  more  information  about 
current  guidelines . and  true 
contraindications , call 


J-HOO-CIMSHOT. 


Keep  Immunizations  up  to  date 


Make  Every 
Visit  Count 


A Public  Service  of 
Thi*  Publication 


U S.  Department  of  Health  and  Human  Services 


CHILD  AND  ADOLESCENT  PSYCHIATRY, 
DERMATOLOGY,  FAMILY  PRACTICE, 
ONCOLOGY,  OTOLARYNGOLOGY:  Prac 
tice  opportunities  exist  in  local  medical  facilities 
and  with  private  practice  groups  in  Orangeburg 
County  for  experienced  practitioners  and  graduat- 
ing residents/fellows.  All  positions  include  salary 
or  minimum  net  income  guarantee  and  a reloca- 
tion allowance.  Located  at  the  junction  of  1-26  and 
1-95,  35  minutes  to  Columbia  and  70  minutes  to 
Charleston.  Area  known  for  its  gardens,  golf,  hunt- 
ing and  fishing  (Lake  Marion).  Achieve  financial 
success  in  a non-competitive  environment  while 


enjoying  a superior  quality  of  life.  Contact  Dr. 
Chermol,  The  Regional  Medical  Center  at  (800) 
866-6045. 

MEDICAL  BILLING  SERVICES:  Wright’s 
Health  Care  Service , a complete  electronic  billing 
service  designed  to  meet  all  your  medical  billing 
needs.  Contact  (803)  788-0903  for  a personal  analy- 
sis of  your  practice. 

MEDICAL  OFFICE  BUILDING:  2100  sq.  ft., 
vicinity  of  Palmetto  Richland  Memorial.  Sale  125K 
or  lease  possible.  Call  (803)  788-0138. 


MEDICAL 

EQUIPMENT  LEASING 


We  Want  to  Make  a 
Difference  in  Your  Business! 


Quick  Response 
Competitive  Rates 
1 00%  Financing 
Save  Working  Capital 
Preserve  Bank  Lines 
Avoid  Obsolescence 
Local  Sendee 
Computers/Furniture 
Flexible  Terms  to  72  M 
Special  Financing 


Carolina  Leasing 

& Financial  Services  Corporation 
104  Harmon  St.  Lexington,  S.C.  29072 
803-356-4720  800-837-3431 
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'Matters  of  Interest 
to  South  Carolina 
Physicians.  » 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


HAVE  YOU  UPDATED  YOUR  TERM  LIFE  INSURANCE? 

Premiums  Today  Are  Much  Lower  Than  Even  2 Years  Ago 

There  have  been  substantial  decreases  in  premiums  for  term  life  insurance  recently.  Premiums  today 
may  be  lower  than  they  were  just  one  or  two  years  ago.  If  you  have  term  insurance,  you  should  take 
advantage  of  these  lower  premiums.  Due  to  new  legislation,  these  premiums  may  not  be  available  much 
longer. 

New  term  insurance  legislation  (Regulation  XXX)  will  be  effective  January  1,  2000.  This  legislation  will 
negatively  affect  the  price  of  term  insurance  purchased  after  its  effective  date.  Regulation  XXX  has  been 
pending  for  a number  of  years  and  was  first  planned  to  be  effective  on  January  1 , 1 996. 

When  that  effective  date  didn’t  happen,  the  assumed  effective  date  was  rolled  forward;  first  to  1997,  then 
to  1998,  1999  and  finally  2000.  Recent  adoptions  make  the  year  2000  effective  date  concrete.  As  the 
effective  date  rolled  forward,  companies  fought  for  market  share  by  continuously  reducing  premiums. 

The  decrease  in  premiums  really  accelerated  in  1998  and  1999. 

The  companies  also  began  offering  term  policies  with  level  premiums  lasting  many  years.  Policies  with 
level  premiums  for  10,  15,  20,  25,  and  even  30  years  are  now  available.  Premiums  have  decreased  so 
much  that  premiums  for  20-year  term  today  are  about  what  they  were  for  10-year  term  only  a few  years 
ago. 

Companies  also  developed  more  underwriting  classes.  At  the  beginning  of  the  decade,  insureds  were 
classified  either  as  “smokers"  or  “non-smokers”.  Most  companies  today  offer  at  least  “standard”  and 
“preferred”  risk  classes  while  some  also  offer  a “preferred-plus”  class. 


The  insured  must  be  healthy  to  qualify  for  any  of  these  classes.  The  requirements  are  more  stringent  to 
qualify  for  preferred  rather  than  standard  and  even  more  so  to  qualify  for  preferred-plus.  Estimates  are 
that  approximately  50%  of  healthy  applicants  will  qualify  as  standard,  35%  as  preferred,  and  15%  as 
preferred-plus. 

The  following  premiums  serve  as  guideiines  for  the  various  risk  classes.  They  are  examples  only  and  do 
not  represent  any  one  company’s  products.  Premiums  are  for  $1 ,000,000  of  20-Year  Term  for  an  insured 
who  has  not  used  tobacco  for  at  least  3 years: 


UNDERWRITING  CLASS 

Age  40 

Age  50 

Age  60 

Standard 

$1,600 

$3,300 

$8,200 

Preferred 

$1,100 

$2,600 

$6,300 

Preferred  Plus 

$900 

$2,200 

$5,400 

These  premiums  clearly  demonstrate  the  importance  of  being  in  the  best  risk  class  for  which  you  qualify. 
Underwriting  decisions  vary,  so  an  applicant  who  is  a standard  risk  with  one  company  may  very  well 
qualify  as  a preferred  risk  with  another. 

The  advice  of  a knowledgeable  agent  who  is  familiar  with  the  underwriting  practices  of  various  companies 
is  vital  to  help  you  through  this  maze.  Be  aware  that  the  company  with  the  lowest  premium  does  not 
necessarily  offer  the  best  value.  There  are  many  factors  other  than  price  that  you  should  consider. 

Regulation  XXX  will  have  a negative  impact  on  the  pricing  and  features  of  term  policies  purchased  after 
its  effective  date.  These  higher  premiums  and/or  shorter  guarantees  make  today  the  best  time  to  re- 
evaluate your  term  life  insurance  needs.  Your  window  of  opportunity  may  be  very  short. 


Views  expressed  herein  are  those  of  the  authors  and  in  no  way  represent  SCMA.  We  do  not  give  tax  advice.  Only  your 
attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 

P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 
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{professional  protection  Exclusively  since  / 899 


To  reach  your  local  office,  call  800-344-1899. 
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What  can  a map  tell  you  about  a computer  system? 


tsMSrQiS  +t  ++ 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably 

For  example,  it  might  show  how  a 
16-year  commitment  to  '"Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross/Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  tire  expertise  to 
make  that  vision  work  for  you. 


€®iimipiuiSystems 

inc. 

Carolina  Research  Park  • One  Science  Court 
Columbia,  SC  29203-9356 

800-800-6472  • 803-735-7700 


VOLUME  95  MODIFIABLE  FACTORS  CONTRIBUTING  TO 

NUMBER  6 LEADING  CAUSES  OF  DEATH 

JUNE  1999  FIRE  ANTS:  A CONTINUING  COMMUNITY  HEALTH 

PAGES  219-250  THREAT 

PROMOTING  HEALTH  IN  SOUTH  CAROLINA 


Because  this  is  no  place 

FOR  A DOCTOR  TO  OPERATE 


professional  Protection  Exclusively  since  1899 


To  reach  your  local  office,  call  800-344-1899. 


O^ince  1986  Classic  Sports  International  has  specialized  in 
hosting  continuing  medical  education  seminars  and  small  compatible  groups 
of  sportsmen  to  some  of  the  finest  hunting  and  fishing  locations  in  the  world. 

im*  £yhis  year,  nearly  200  physicians,  attorneys  and  dentists  will  join 
jf  our  group  trips  to  12  locations  across  the  country 

Sand  in  Canada,  Mexico  and  South  America. 

^)ur  hosts  include  some  of  the  most  respected  sporting  authors, 
rs  & publishers  in  the  world;  there  to  insure  highly  personalized  service 
and  “no  hitch”  planning. 


Our  CME  seminar  locations  include. 

Q^ishing:  Montana,  Bahamas,  Mexico, 
Costa  Rica,  Alaska,  Belize,  South  Carolina 

G^mgshooting:  Mexico,  South  Dakota, 
Montana,  Canada,  Georgia,  NorthCarolina 

-800-375-5692 


Reef& 
f Skiino’  ( 


THE 
1998-99 
MEDICAL- 
DENTAL-LEGAL 
UPDATE 

A. HA.  CME  Cat  1 
approved  for  20  hrs.  of  continuing 
educaion  credits;  extensive 
i CLE  & CDE  accredotion.  American  j 
Educational  Institute  is  the  leader 
^ in  quality  continuing  education 
seminars  with  neariy  70,000  ' 
registrations  in  the  past 
15  yeas. 


Reef  &Wall  Diving:  Belize 
Skiing:  Colorado  ♦ Golf/Tennis:  Sea  Island 

'American  Educational  Institute,  Inc  is  accredited  by  the  Accrcdnaaon  Council  for  Continuing  Mecical  Eckicatian  to  sponsor 
continuing  medical  education  for  physicians.  AE1  designaes  this  continuing  medical  education  activity  far  20  hours  of  Category 
of  the  Riyaaans  Recognition  Award  cf  the  AMA  Contact  AH  at  800-354-3507  for  further  information. 


Opening 
the  doop 
to  hope 

Call  our 
lifeline. 

It's  toll-free. 

1-800-572-1717 

www.mdausa.org 


Muscular  Dystrophy 
Association 


American  Medical  Association 

Organized  Medical  Staff  Section  (AMA-OMSS) 

invites  your  medical  staff  to  be  represented  at  the 

1999  Annual  Assembly  Meeting,  June  17-21,  in  Chicago 


Vision 

Voice 

Victory 


If  physicians  want  to  be  effective  agents  for  change  in  improving  today's  health  care, 
they  need  a vision,  a voice,  and  a victory . 

The  AMA-OMSS  looks  to  medical  staffs  across  the  country  for  a vision.  This  vision  gets  a voice  at  the  AMA-OMSS  Assembly 
Meeting.  This  voice  carries  to  the  AMA  House  of  Delegates,  is  amplified  and  acted  on  to  score  a victory  at  the  national, 
state  and/or  local  level.  This  victory  may  be  new  legislation,  health  care  policy  reform,  improved  quality  standards,  or  the 
creation  of  resources  to  help  physicians  and  their  patients  at  home. 

Be  part  of  the  process.  Send  a representative*  from  your  medical  staff  to  the  1999  Annual  AMA-OMSS  Assembly 
Meeting,  June  17-21,  in  Chicago.  There  is  no  fee  to  attend. 

OMSS  representatives  can: 

• Submit  resolutions  prior  to  the  Assembly  meeting. 

• Testify  at  Reference  Committee  hearings  and  vote  in  the  Assembly. 

• Participate  in  special  issues  forums. 

• Network  at  state  and  regional  caucuses. 

• Earn  up  to  9 hours  of  CME  credit**  (! Topics  include:  physician  compensation,  coping  with  stress,  the  computerized 
patient  record,  credentialing  for  new  procedures,  influencing  physician  behavior  through  quality  improvement 
and  cost  containment  efforts,  medical  staff  development  plans,  physician-patient  dynamics,  and  federal  and  state 
government  action.) 

For  more  information  on  how  to  register,  call  800  626-3211  and  ask  for  the  Department  of  Organized  Medical  Staff 
Services  or  e-mail  us  at  omss@ama-assn.org. 

• Must  be  an  AMA  member 

**  The  American  Medical  Association  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor  continuing  medical 
education  for  physicians. 

The  American  Medical  Association  designates  this  educational  activity  for  up  to  9 hours  in  Category  1 credit  towards  the  AMA  Physician’s 
Recognition  Award.  Each  physician  should  claim  only  those  hours  of  credit  that  he/she  actually  spent  in  the  educational  activity. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


MENTOR  NOW  TO  THE  PHYSICIANS  OF  TOMORROW 


At  the  Annual  Meeting,  your  Board  of  Trustees  met  with  the  medical  student  leadership  and  had  a full  and  serious 
discussion  with  them  concerning  their  future  in  organized  medicine.  Under  the  very  fine  leadership  of  our  secretary,  Dr. 
Richard  Ulmer  of  Charleston,  we  have  moved  into  a position  of  assistance  to  the  students  in  a variety  of  their  needs.  At 
the  board  meeting,  plans  were  made  to  move  forward  with  the  development  of  a Medical  Student  Section  of  the  SCMA 
House  of  Delegates,  and  the  associated  seat  on  the  board.  This  action  will  require  changes  that  our  Constitution  and 
Bylaws  Committee  will  start  to  work  on  in  their  next  meeting,  and  it  will  be  brought  up  for  discussion  and  consider- 
ation to  the  House  of  Delegates  at  our  meeting  in  2000. 1 urge  your  support  of  this  when  discussions  take  place. 

Medical  student  leadership  is  very  strong  at  both  of  our  medical  schools.  Dean  McCurdy  and  Dean  Faulkner  would 
echo  this  statement  in  a heartbeat.  We  have  great  young  physicians  coming  to  take  our  place.  Just  ask  Dr.  March 
Seabrook,  Chairman  of  the  SCMA  Foundation.  Over  the  last  three  years,  he  has  had  the  opportunity  to  interview 
students  from  both  of  our  schools  for  the  Scholarship  Committee  and  he  is  keenly  aware  of  their  quality. 

Your  SCMA  Foundation  gave  a record  $56,000  in  scholarships  to  deserving  students  this  year!  Even  with  this  outstand- 
ing accomplishment,  many  student  applicants — very  deserving  applicants — had  to  do  without  awards.  The  need  is 
great  my  friends,  and  with  a little  extra  effort,  we  can  provide  more  next  year.  I challenge  each  county  medical  society 
and  each  medical  staff  to  look  at  the  possibility  of  providing  scholarships  for  students  from  your  hometown  or  your 
county!  The  Foundation  will  help  you  write  the  guidelines. 

We  all  have  a responsibility  to  our  students.  They  are  tomorrow!  We  should  be  looking  in  our  communities  for  out- 
standing high  school  students  who  have  the  ability — they  may  only  need  the  encouragement  that  you  can  give  them. 
Become  a mentor  for  a young  person.  Talk  with  their  family  and  encourage  them  also.  So  many  young  people  never  go 
to  college  because  no  one  ever  told  them  they  could — no  one  told  them  they  should ! No  one  said,  “You  can  do  it!"  We 
must  become  a catalyst  for  these  young  men  and  women — this  is  what  mentoring  is  all  about.  You  and  I are  role 
models,  like  it  or  not.  If  we  are  good  at  it,  mentoring  is  a piece  of  cake! 

Lastly  for  this  issue,  let  me  ask  you  to  take  on  yet  another  responsibility.  The  responsibility  to  speak  up  positively  for 
our  profession.  When  you  hear  a colleague  say  something  to  the  effect  that  he  or  she  would  not  encourage  anyone  to  go 
into  medicine  today,  tell  then  to  wait  just  a minute.  Challenge  them  to  think  about  those  patients  that  make  us  smile — 
or  those  that  bring  us  homemade  cookies  or  plants  for  our  yards.  Think  of  those  who  put  on  their  Sunday-best  just  to 
look  good  for  us.  Think  of  the  hundreds  of  tears — no  thousands  of  tears — you  have  stopped  by  just  being  there  w hen 
it  counts.  Challenge  them  to  think  that  they  are  important  to  so  many  people  every  single  day!  Then  see  if  they  still  feel 
the  same. 


Come  back  next  month. 


William  H.  Hester,  M.  D. 
President 
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June  1999 

MEDICAID  UPDATE 


EPSDT  Reminder 

Effective  with  dates  of  service  on  and  after  December  1, 
1998,  DHHS  implemented  changes  regarding  Early  and 
Periodic  Screening  Diagnosis  and  Treatment  (EPSDT). 
This  is  the  preventive,  well-child  screening  program  for 
South  Carolina  Medicaid.  Reimbursement  for  EPSDT 
services  is  now  filed  on  the  HCFA  1500  claim  form.  The 
1724  form  for  billing  EPSDT  will  not  be  accepted  after 
June  30,  1999.  After  this  date,  all  EPSDT  services  must 
be  filed  on  the  HCFA  1500  claim  form  and  providers  will 
be  responsible  for  scheduling  screenings  and  immuniza- 
tions. The  DSS  county  offices  will  continue  to  be  avail- 
able to  schedule  transportation  services  and  assist  in  re- 
ferrals to  other  professionals.  Please  be  aware  that 
Medicaid’s  supply  of  the  1724  form  has  diminished;  to 
spare  unnecessary  costs  of  printing,  there  are  no  plans  to 
replenish  the  supply.  Once  the  supply  of  the  1724  is  de- 


leted, the  1500  must  be  used.  EPSDT  services  within 
one  year  of  the  date  of  service  are  now  accepted  on 
the  1500  claim  form. 


DHHS  Has  New  Telephone  and  Fax  Numbers 


Physician  Services  Telephone 
Physician  Services  Fax 
Hospital  Services 
EPSDT 

DME  Equipment  & Pharmacy 
Provider  Enrollment 


(803)  898-2660 
(803)  898-2523 
(803)  898-2665 
(803)  898-2660 
(803)  898-2530 
(803)  788-7622, 
ext.  41650 


New  Medicaid  Physicians  Provider  Manual 
DHHS  is  excited  to  announce  that  the  1999  edition  of  the 
Physicians  Provider  Manual  is  at  the  printer.  The  new 
edition  will  be  sent  to  all  enrolled  providers. 


MEDICARE  UPDATE 


Provider  Enrollment  Open  House 
Do  you  have  a problem  completing  the  HCFA-855  en- 
rollment form?  Would  you  like  help  completing  the 
HCFA-855?  Come  to  Palmetto  Government  Benefits  Ad- 
ministrators’ popular  Medicare  Part  B Provider  Enroll- 
ment Open  House.  You  do  not  have  to  register  and  there 
is  no  fee.  Just  show  up  and  they  will  assist  you! 

When:  July  6,  1999;  August  3,  1999 

Where:  Medicare  Part  B 
Palmetto  GBA,  LLC 
ParcOne 

10261  Two  Notch  Road 
Columbia,  SC  29229 

This  is  an  all  day  open  house  starting  at  9 a.m.  on  the 
date  listed  above.  Come  and  receive  the  help  you  want. 
Please  see  the  May  1999  Medicare  Advisory  for  detailed 
directions  to  the  workshop  location.  You  may  contact  the 
Medicare  Customer  Service  Department  at  (803)  788- 
5568  for  additional  information. 


Waiver  of  Beneficiary  Coinsurance  and  Deductible 
Providers  may  accept  a lesser  amount  than  their  usual 
charge  if  they  determine  a Medicare  beneficiary  is  indi- 
gent. If  a provider  determines  that  a beneficiary  is  indi- 
gent, the  beneficiary  does  not  have  to  pay  coinsurance  or 
deductibles.  However,  failure  to  collect  coinsurance  and 
deductibles  from  the  majority  of  patients  on  the  grounds 
of  indigence  constitutes  a reduction  of  the  provider’s  ac- 
tual charge,  unless  reasonable  collection  efforts  are  made. 

The  provider  must  determine  the  patient’s  indigence.  The 
patient  may  not  determine  indigence.  The  provider  must 
ask  if  the  patient  has  any  other  source  that  is  legally  re- 
sponsible for  the  patient’s  medical  bill.  Follow  the  same 
collection  procedures  for  all  patients,  whether  they  are 
Medicare  beneficiaries  or  not.  If  you  do  not  make  a rea- 
sonable effort  to  collect  deductibles  and  coinsurance  from 
Medicare  patients  and  routinely  waive  Medicare  deduct- 
ible and  coinsurance  amounts,  you  are  in  violation  of  your 
assignment  agreement. 

If  the  cost  of  billing  and/or  collecting  the  coinsurance/ 

(see  Medicare,  page  3) 


INDEPENDENT  MEDICAL  EVALUATIONS  FOR 
WORKERS’  COMPENSATION 

The  SCMA  Occupational  Medicine  Committee  has  developed  the  following  recommendation  for  independent  medi- 
cal evaluations  for  South  Carolina’s  Workers’  Compensation  Commission.  The  SCMA  House  of  Delegates  voted 
during  their  May  2,  1999,  meeting  to  approve  the  guidelines  that  follow  below: 

Independent  Medical  Evaluations  for  South  Carolina  Workers’  Compensation 

Recommended  items  to  address  when  performing  an  Independent  Medical  Evaluation: 

1 . Patient’s  name,  date  of  birth,  social  security  number,  case  number. 

2.  Date  and  description  of  injury;  job  title  or  description  (if  known). 

3.  Current  symptoms  of  the  patient. 

4.  Opinion  whether  the  reported  injury  probably  caused  the  symptoms. 

5.  Known  medical  or  surgical  treatment,  physical  therapy  and  other  treatment  to  date. 

6.  Past  medical  history,  educational  and  job  history,  previous  work  comp  injury  history. 

7.  Physical  examination  of  body  parts  affected. 

8.  Specify  other  reports,  (including  x-ray)  that  physician  relied  on  for  his/her  determination. 

9.  The  need  for  any  further  therapy  (i.e.  is  the  patient  at  maximum  medical  improvement?). 

10.  The  existence  and  amount  of  any  permanent  impairment,  per  body  part  injured. 

1 1 . The  reason  for  any  impairment,  and  the  impairment  guidelines  used.  It  is  recommended  that  impairment 
ratings  be  guided  by  the  most  current  edition  of  the  AM  A Guides  to  Evaluation  of  Permanent 
Impairment  (including  which  chapter  or  model  was  used  to  arrive  at  the  impairment).  Other  nationally 
physician-recognized  guides  may  be  used,  if  scientifically  validated  and  approved  by  the  Occupational 
Medicine  Committee  of  the  South  Carolina  Medical  Association. 

1 2.  Reason  for  any  substantial  deviation  from  the  guidelines. 

If  you  need  more  information  or  have  any  questions  regarding  workers’  compensation,  please  contact  Kelly  Danias, 
SCMA  Director  of  Governmental  and  Public  Health  Affairs,  (800)  327-1021  or  (803)  798-6207,  extension  236. 


AMA  Y2K  BOOKS 

If  you  need  help  assessing  your  readiness  for  the  Year  2000,  take  advan- 
tage of  this  offer.  You  can  obtain  a free  copy  of  the  American  Medical 
Association’s  book,  The  Year  2000  Problem:  Guidelines  for  Protect- 
ing Your  Patients  and  Practice,  simply  by  calling  the  Member  Services 
Division  of  the  SCMA.  This  book  outlines  the  liabilities  associated 
with  the  Y2K  bug  and  how  noncompliance  may  affect  your  practice. 
For  more  information,  contact  Christy  Hogue  at  (800)  327-1021 , 
extension  221 . 
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PHYSICIANS  CARE  NETWORK  UPDATE 


Currently,  there  are  8,182  participating  physician  locations,  889  participating  ancillary  locations  and  96  partici- 
pating hospitals.  PCN  has  114  contracted  groups  with  62,871  covered  lives.  We  will  continue  to  provide 
information  as  contracts  are  received. 

NEW  GROUPS: 

• Ameristar  Mortgage;  Greenville;  effective  5/1/99 

• Kaleidoscope  Embroidery;  Woodruff;  effective  5/1/99 

• Jones  & Hendrix;  Spartanburg;  effective  5/1/99 

• Lang  Meckre;  Ridgeway;  effective  7/ 1/99 

• Grand  Strand  Healthcare;  Myrtle  Beach;  effective  7/1/99 

• Central  Reserve  Life;  effective  5/1/99 

• Community  Newspaper;  Marion;  effective  5/1/99 

TERMINATIONS: 

• Ray  Walker;  effective  61 1/99 

• Mutual  Assurance;  effective  5/ 1 199 

• Ideal  Promotions;  effective  5/1/99 

• Francis  Marion;  effective  6/1/99 

• Crisp  Hughes  Evans;  effective  6/1/99 

Note:  Please  send  all  claims  for  The  Provident  members  who  access  the  PCN  network  to  the  following  PCN 
claims  address:  PCN;  103  S.  Pine  Street , Spartanburg , SC  29302 

If  you  have  questions  about  PCN,  please  contact  Judy  Legg,  Network  Coordinator,  PCN  at  (803)  798-6207, 
extension  257  or  statewide  at  1-800-327-1021.  You  can  also  send  an  e-mail  message  to  judy@scmanet.org. 


( Medicare , continued  from  page  1) 

deductibles  for  a particular  service  exceeds  or  is  dispro- 
portionate to  the  amounts  to  be  collected,  it  will  not  be 
considered  a reduction  of  the  actual  charge. 

Unallowable  Waivers 

If  you  routinely  and  consistently  waive  coinsurance  and 
deductibles  from  or  on  behalf  of  Medicare  beneficiaries, 
PGBA  will  notify  you  in  writing  regarding  the  determi- 
nation you  have  made,  the  basis  for  that  determination, 
and  that  the  billing  practice  may  be  a violation  of  sec- 
tions 1128Aand  1128B  of  the  Social  Security  Act  per- 
taining to  false  claims  and  kickbacks.  If  notified,  you 
have  30  days  to  dispute  the  determination  or  to  offer  an 
explanation. 

Nurse  Practitioner,  Physician  Assistants  and  Clinical 
Nurse  Specialist  Modifiers 

Effective  July  1,  1999,  for  dates  of  serv  ice  of  January  1, 
1999,  and  after,  claims  for  Nurse  Practitioners  (NPs), 
Physician  Assistants  (PAs)  and  Clinical  Nurse  Special- 
ists (CNSs)  rendering  physician-type  services  in  certain 
settings  do  not  require  a modifier.  Claims  submitted  for 
NP,  CNS,  and  PA  services  must  be  reported  under  the 
Practitioners  Provider  Identification  Number  (PIN).  Pay- 


ment for  NP,  CNS,  and  PA  claims  are  based  on  that  PIN. 

NOTE:  A modifier  will  continue  to  be  used  when  billing 
for  services  provided  by  these  nonphysician  practitioners 
when  performing  as  assistants-at- surgery. 

Except  for  NP,  PA,  & CNS  services  furnished  to  patients 
in  rural  health  clinics  (RHCs)  and  federally  qualified 
health  centers  (FQHCs),  there  are  no  longer  any  restric- 
tions on  the  settings  in  which  PGBA  will  pay  for  these 
services.  You  may  refer  to  the  May  1999  Medicare  Advi- 
sory for  additional  information  regarding  NPs,  CNSs,  and 
PAs. 
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PHYSICIAN  RECOGNITION  AWARDS 

The  following  SCMA  physicians  are  recent  recipients  of  the  AMA’s  Physician  Recognition  Award.  This  award  is 
official  documentation  of  Continuing  Medical  Education  hours  earned. 


Robert  Michael  Amory,  DO 
Bryan  Keith  Anderson,  MD 
Philip  Lee  Bertucci,  MD 
Ponce  D.  Bullard,  MD 
Gary  Randall  Culbertson,  MD 
C.  P.  Dunbar,  MD 
G.  Paul  Eleazer,  MD 
Larry  Ray  Faulkner,  MD 
Bogdan  Petru  Gheorghiu,  MD 


Robert  Clemans  Goodbar,  MD 
Richard  Kent  Harding,  MD 
Douglas  Paul  Harr,  MD 
Gary  D.  Harter,  MD 
Otis  Monroe  Hill,  MD 
Edgar  Olin  Horger,  MD 
Rudolph  Jokl,  MD 
Carl  Henry  Jones,  MD 
Lawrence  Edward  Klein,  MD 


John  Woodbury  McDonald,  MD 
Ronald  Dale  Padgett,  MD 
Melanie  H.  Pagette,  MD 
Stephen  Frederic  Serbin,  MD 
Bobby  G.  Thompson,  MD 
Dale  Allen  Van  Slooten,  MD 
Charles  Marshall  Webb,  MD 
Maria  Kathleen  Wiley,  MD 


CONGRATULATIONS  TO  THIS  YEAR’S  WINNERS 

Congratulations  to  the  following  physicians  who  won  door  prizes  at  the  South  Carolina  Medical  Association 
Annual  Meeting  and  Scientific  Session  that  was  held  April  29-May  2,  1999. 

Myron  Bell,  MD,  Y2K  Computer  Systems  Evaluation  sponsored  by 
SCMA  Practice  Management  Services,  Inc. 

David  Culpepper,  MD,  Set  of  Rice  Spoons  sponsored  by  BellSouth 

Alexander  Donald,  MD.  12th  Hole  Augusta  National  Print  sponsored  by  Physicians  Care  Netw'ork 

Roger  Gaddy,  MD,  Software  System  sponsored  by  Horizons  Unlimited  2000 

Larry  McManus,  MD;  Golf  Ball  sponsored  by  Interim  Healthcare 

Richard  Miller,  MD,  Golf  Club  sponsored  by  Southeastern 

Chuck  Mills,  MD,  Air  Purifier  sponsored  by  Alpine  Industries 

Doug  Quarles,  MD,  9'  Color  TV/VCR  sponsored  by  SCMA  Financial  Sendees,  Inc. 

Cheryl  Sarmineto,  MD,  Arthrite  Textbook  sponsored  by  Ortho-McNeil  Pharm. 

Ralph  Tesseneer,  MD,  Base  System  sponsored  by  Fox  Meadow's  Software 
C.  Tucker  Weston,  MD,  First  Aid  Kit  sponsored  by  PHC  Medical  Sales,  Inc. 


WANT  TO  KNOW  HOW 
YOU  STACK  UP  WITH  YOUR 
E & M UTILIZATION? 

While  the  key  to  selection  of  any  CPT  code  should 
be  the  supporting  documentation,  evidence  of 
undercoding  may  indicate  possible  lost  revenues. 
On  the  flip  side,  overcoding  may  indicate  the  pos- 
sibility of  potential  liability  issues.  Let  us  compare 
your  distribution  of  E & M services  with  expected 
patterns  found  in  national  distribution  information 
for  your  specialty.  We  will  provide  you  with  both  a 
numerical  and  graphical  analysis  of  the  compari- 
son and  you  can  see  just  how  you  really  do  stack 
up.  For  more  information,  call  Anne  Harvin  Gavin 
at  (800)  327-1021,  extension  260. 


DATE  CHANGE  FOR 
RISK  MANAGEMENT 
SEMINAR  FOR  NEW 
PHYSICIANS 

The  next  Risk  Management  Seminar 
for  New  Physicians  will  be  held  Fri- 
day, November  5,  1999,  instead  of 
the  previously  announced  date  of  Oc- 
tober 22,  1999.  There  will  be  a ses- 
sion from  9 a.m.- 12:00  p.m.  and  an 
additional  seminar  will  be  held  from 
1:00  p.m. -4: 00  p.m.  For  more  infor- 
mation or  to  register,  contact  Melissa 
Hamby  at  (800)  327-1021,  ext.  253. 
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INTRODUCTION 

In  1996,  34,035  people  died  in  the  state  of  South 
Carolina.  Of  these  deaths,  almost  70  percent  were 
due  to  chronic  diseases,  such  as  heart  disease,  can- 
cer, or  stroke  (Table  1).  This  is  a tremendous 
change  from  the  earlier  part  of  the  century  when 
most  deaths  were  due  to  infectious  diseases,  such 
as  pneumonia,  tuberculosis,  and  diarrhea.1  This 
shift  is  significant  because  there  are  known  ways  to 
prevent  or  delay  the  development  of  chronic  diseases, 
thereby  lengthening  years  of  life.  The  purpose  of  this 
article  is  to  report  modifiable  risk  factors  for  disease 
mortality,  primarily  chronic  disease  mortality.  If  the 
risk  factor  reduction  guidelines  are  followed,  chronic 
disease  mortality  should  lessen. 

METHODS 

In  this  report,  the  top  ten  causes  of  death  for  the 
most  recent  year  (1996)  were  obtained  from  Pub- 
lic Health  Statistics  and  Information  Systems  at 
South  Carolina  Department  of  Health  and  Envi- 
ronmental Control.  Then,  estimates  of  the  number 
of  deaths  due  to  selected  modifiable  risk  factors 
were  made  using  results  of  a study  published  in 


* Address  correspondence  to  Ms.  Pilibosian  at 
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1993  by  McGinnis  and  Foege.2 

In  their  study,  McGinnis  and  Foege  reviewed 
quantitative  evaluations  of  various  factors  related 
to  morbidity  and  mortality,  published  between  1977 
and  1993.  The  articles  assessed  risk  estimates 
through  simple  tallies  of  whether  the  presence  or 
absence  of  a factor  was  related  to  a given  outcome 
or  through  population  attributable  risks  and  rela- 
tive risks.  McGinnis  and  Foege  found  that  nearly 
50  percent  of  mortality  could  be  prevented  by  nine 
risk  factors:  tobacco,  diet/physical  activity,  alco- 
hol, microbial  agents,  toxic  agents,  firearms,  sexual 
behavior,  motor  vehicles,  and  illicit  use  of  drugs.2 

The  proportion  of  total  deaths  due  to  each  of 
the  leading  chronic  causes  of  death  (i.e.  percent  of 
total  deaths  that  were  due  to  cardiovascular  dis- 
ease) was  obtained  for  South  Carolina  and  for  the 
United  States.  Also,  the  prevalence  of  several 
modifiable  risk  factors  was  determined  for  South 
Carolina  and  the  United  States  from  the  Behav- 
ioral Risk  Factor  Surveillance  System.  The  pro- 
portion of  total  deaths  and  the  prevalence  of  many 
of  these  risk  factors  were  similar  for  both  South 
Carolina  and  the  United  States;  this  similarity  is 
based  on  ranking  or  ordering,  not  exact  values.  For 
these  reasons,  we  feel  confident  in  adapting  the 
national  average  weights  for  the  attributable  risk 
estimates  to  the  South  Carolina  data. 
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Table  1.  Ten  leading  causes  of  death  in  South  Carolina,  1996  * 

Cause  of  death 

Number 

Heart  disease 

10,094 

Cancer 

7,614 

Stroke 

2,852 

Accidents 

1,712 

COPD  & allied  conditions 

1,458 

Pneumonia  & influenza 

1,105 

Diabetes  mellitus 

937 

HIV  infection 

532 

Suicide 

496 

Homicide  & legal  intervention 

377 

All  other  causes 

6,858 

Total,  All  Causes 

34,035 

* From  Public  Health  Statistics  and  Information  Systems,  South 
Carolina  Department  of  Health  and  Environmental  Control 

For  this  paper,  the  estimated  number  of  deaths 
due  to  each  risk  factor  was  found.  The  percentage 
of  deaths  attributable  to  each  risk  factor  was 
adapted  to  South  Carolina  death  certificate  data 
from  the  national  estimates  determined  by 
McGinnis  and  Foege.  All  responses  are  rounded 
to  the  nearest  whole  hundred.  To  determine  the  95 
percent  confidence  intervals  for  these  estimated 
numbers  of  death,  the  sample  size  of  the  least  com- 
mon cause  of  chronic  disease  death  (diabetes: 
n=937)  was  used  to  place  confidence  limits  on  the 
specific  cause  of  death  (e.g.,  cardiovascular  dis- 
ease mortality  in  South  Carolina  was  the  most  dif- 
ferent from  the  United  States;  this  method  led  to  a 
standard  error  of  0.016.)  This  was  done  in  an  at- 
tempt to  provide  liberal  confidence  limits  and  to 
merge  sample  size  considerations  with  the  recog- 
nized state-specific  variation  in  causes  of  death  and 
risk  factors.  Using  the  conventional  1.96  limits  of 
the  95  percent  confidence  variation,  the  approxi- 
mate confidence  intervals  were  determined  using 
the  Poisson  distribution. 

RESULTS 

These  results  demonstrate  that  small  modifications 
in  individual  lifestyles  could  prevent  nearly  50 
percent  of  deaths  in  South  Carolina  annually.  These 
data  provide  a state-specific  perspective  on  the  frac- 


tion of  deaths  that  may  be  avail- 
able. This  accounts  for  ap- 
proximately 17,000  deaths 
each  year  (Table  2). 

Tobacco:  Tobacco  use  ac- 
counts for  6,500  deaths  each 
year  in  South  Carolina.  It 
contributes  to  deaths  from 
cancer,  cardiovascular  dis- 
ease, lung  disease,  low  birth 
weight,  and  bums.3 
Diet  and  Physical  Inactivity: 
When  a poor  diet  and  low  lev- 
els of  physical  activity  are 
combined,  they  raise  the  risk 
for  approximately  4,800 
deaths  per  year  in  South  Caro- 
lina. Poor  dietary  conditions 
have  been  associated  with  an 
increased  risk  of  cardiovascu- 
lar disease,  cancer,  and  diabe- 
tes.4 Regular  physical  activity  improves  overall 
health  by  reducing  the  risk  of  heart  disease,  diabe- 
tes, hypertension,  colon  cancer,  depression  and 
anxiety,  and  osteoporosis.5 
Alcohol:  Misuse  of  alcohol  contributes  to  the  risk 
for  1,700  deaths  annually  in  South  Carolina.  Al- 
cohol is  related  to  deaths  due  to  cirrhosis,  cancer, 
motor  vehicle  fatalities,  and  home  injuries.  There 
are  also  many  adverse  social  and  economic  conse- 
quences due  to  the  misuse  of  alcohol.2 
Microbial  Agents:  Approximately  1,400  deaths  in 
South  Carolina  annually  are  due  to  microbial 
agents.  The  major  causes  of  death  from  infectious 
agents  are  pneumonia,  hepatitis,  meningitis,  en- 
cephalitis, and  influenza.6 
Toxic  Agents:  In  South  Carolina,  1,000  deaths  an- 
nually are  estimated  to  be  due  to  toxic  agents.  Oc- 
cupational hazards,  environmental  pollutants,  and 
contaminants  of  food  and  water  supplies  are  ex- 
amples of  toxic  agents.  Toxic  agents  are  thought 
to  lead  mostly  to  cancer  deaths;  however,  they  may 
contribute  to  dysfunctions  in  the  heart,  liver,  lungs, 
kidneys,  bladder  and  nervous  system.2 
Firearms:  Deaths  from  firearms  include  homi- 
cides, suicides,  and  unintentional  deaths.  In  South 
Carolina,  this  translates  to  700  deaths  per  year  at- 
tributable to  firearms.  South  Carolina  data  does 
not  permit  a determination  whether  these  deaths 
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are  intentional  (homicides  and  suicides)  or  unin- 
tentional. 

Sexual  Behavior:  Sexual  behavior  is  defined  as 
unprotected  sexual  intercourse.  These  behaviors 
are  associated  with  an  increased  risk  of  prevent- 
able disease  and  disability.  Three  hundred  fifty 
people  die  annually  in  South  Carolina  due  to  their 
sexual  practices.  One  of  the  most  prevalent  causes 
of  death  due  to  sexual  behaviors  is  Hepatitis  B, 
which  is  primarily  sexually  transmitted.2 
Motor  Vehicles:  Deaths  from  motor  vehicle  inju- 
ries to  passengers  and  pedestrians  cause  nearly  350 
deaths  in  South  Carolina  annually.  These  350 
deaths  do  not  include  motor  vehicle  accidents  caus- 
ing death  when  alcohol  or  drugs  are  involved. 
Illicit  use  of  drugs:  Approximately  300  deaths  are 
caused  annually  by  illicit  use  of  drugs.  Drug  use 
contributes  to  death  from  overdose,  suicide,  homi- 
cide, motor  vehicle  injury,  HIV  infection,  pneu- 
monia, and  hepatitis.2 

DISCUSSION 

Nearly  50  percent  of  deaths  each  year  in  South 
Carolina  can  be  prevented  by  the  nine  risk  factors 
previously  mentioned.  The  top  three  preventable 
causes  of  death  are  tobacco  use,  physical  activity 
and  diet,  and  misuse  of  alcohol.  These  three  risk 
factors  contribute  to  almost  40  percent  of  all  deaths 


in  South  Carolina.  These  risk  factors,  as  well  as 
many  others,  are  modifiable.  By  looking  at  pre- 
ventable causes  of  death,  rather  than  on  the  tradi- 
tional causes  of  death,  the  importance  of  prevention 
strategies  becomes  clear. 

The  prevalence  of  cigarette  smoking  in  South 
Carolina  is  24.2  percent,  which  is  above  the  na- 
tional median  prevalence  of  23.5  percent.7  Know- 
ing the  prevalence  of  cigarette  smoking  in  South 
Carolina,  physicians  can  implement  targeted  inter- 
vention programs.  With  effective  strategies  in  place, 
the  prevalence  of  cigarette  smoking  should  de- 
crease and  subsequently,  deaths  due  to  tobacco  use 
will  decline. 

Physical  activity  is  another  risk  factor  that  is 
modifiable.  If  physicians  encourage  their  patients 
to  be  more  active  and  to  follow  a healthy  diet,  dis- 
ease risk  will  be  decreased.  The  public  must  be 
informed  that  even  a little  exercise  is  better  than 
no  exercise  at  all  and  that  30  minutes  per  day  of 
moderate  activity  is  needed  for  significant  health 
effects.  Physicians  are  the  most  influential  per- 
sons in  portraying  this  information  to  their  patients. 

Alcohol  misuse  is  widespread  in  this  country. 
An  estimated  18  million  United  States  residents 
suffer  from  alcohol  dependence,  and  approximately 
76  million  are  affected  by  alcohol  abuse  at  some 
time  in  their  lives.8  With  so  many  deaths  attrib- 


Table  2.  Modifiable  causes  of  death  in  South  Carolina 


Cause 

Population  attributable 
risk  percent  * 

Estimated  number 
of  deaths 

95%  Confidence 
Interval 

Tobacco 

19 

6,500 

(6,100,  6,920) 

Diet/Physical  activity 

14 

4,800 

(4,500,  5,110) 

Alcohol 

5 

1,700 

(1,600,  1,810) 

Microbial  agents 

4 

1,400 

(1,310,  1,490) 

Toxic  agents 

3 

1,000 

(940,  1,060) 

Firearms 

2 

700 

(650,  760) 

Sexual  behavior 

1 

350 

(310,  390) 

Motor  vehicles 

1 

350 

(310,  390) 

Illicit  use  of  drugs 

<1 

300 

(270,  340) 

Total 

50 

17,100 

(16,000,  18,200) 

* Adapted  from  McGinnis  and  Foege 2 
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uted  to  alcohol  each  year,  it  is  important  for  physi- 
cians to  inform  their  patients  of  the  ramifications 
of  alcohol  misuse. 

Prevention  initiatives  can  decrease  the  number 
of  deaths  due  to  these  risk  factors  each  year.  People 
cannot  engage  in  preventive  behaviors  if  they  are 
not  sure  where  to  begin;  they  must  have  guidance 
and  direction.  Physicians  need  to  emphasize  to 
patients  how  important  it  is  to  maintain  a healthy 
lifestyle  and  guide  them  in  beginning  a new 
“healthy  lifestyle”. 

This  paper  also  notes  a major  limitation  in  death 
certificate  data.  The  South  Carolina  death  certifi- 
cate does  not  include  some  pertinent  risk  factor 
information,  such  as  behavioral  or  environmental 
risk  factors.  Without  this  information,  the  number 
of  deaths  due  to  certain  causes  in  South  Carolina 
was  estimated  from  national  averages.  Although 
we  are  confident  in  the  data  reported  in  this  paper, 
estimates  could  have  been  assessed  more  definitely, 
rather  than  estimated,  if  South  Carolina  had  this 
information  on  the  death  certificate.  For  example, 
we  could  determine  approximately  how  many 
people  died  due  to  tobacco  use  or  because  of  poor 
diet  conditions  in  the  state  of  South  Carolina,  rather 
than  having  to  rely  on  national  averages  to  obtain 
estimates  and  apply  those  national  averages  to 
South  Carolina  deaths. 

The  importance  of  this  paper  is  to  emphasize 
that  many  types  of  death  could  be  delayed.  Many 
risk  factors  are  modifiable  because  of  their  behav- 
ioral nature.  Physicians  need  to  inform  patients 
and  the  public  of  these  risk  factors  and  advocate 
for  community  initiatives  to  support  healthy  behav- 
iors. With  these  changes  in  place,  people  will  live 
longer  before  they  are  diagnosed  with  disease  and 
there  will  be  an  increase  in  average  years  of  life  lived. 

SUMMARY 

In  1996,  there  were  34,035  deaths  in  South  Caro- 
lina. Almost  70  percent  of  these  deaths  were  due 
to  chronic  diseases.  There  are  known  ways  to  pre- 
vent chronic  diseases  from  developing  or  at  least 
delay  their  developmental  process,  thereby  length- 
ening years  of  life.  The  purpose  of  this  paper  is  to 
report  modifiable  risk  factors  for  mortality  related 
to  leading  causes  of  death.  The  top  ten  causes  of 
death  in  South  Carolina  were  obtained  from  the 
South  Carolina  Department  of  Health  and  Envi- 


ronmental Control.  Estimates  of  the  number  of 
deaths  due  to  certain  modifiable  risk  factors  were 
made  using  results  of  a study  published  by 
McGinnis  and  Foege.  The  percentage  of  deaths 
due  to  each  cause  was  adapted  to  South  Carolina 
death  certificate  data  from  the  national  estimates. 
Results  indicate  that  small  modifications  in  indi- 
vidual lifestyles  could  prevent  or  delay  nearly  50 
percent  of  deaths  in  South  Carolina  annually.  To- 
bacco use,  diet  and  physical  activity,  and  misuse 
of  alcohol  contribute  to  the  largest  number  of 
deaths.  Other  modifiable  behaviors  contributing 
to  the  50  percent  mortality  are  microbial  agents, 
toxic  agents,  firearms,  sexual  behavior,  motor  ve- 
hicle accidents,  and  illicit  use  of  drugs.  The  impli- 
cation in  these  findings  is  that  these  risk  factors 
for  mortality  are  mainly  modifiable.  There  are 
many  causes  of  death  that  may  be  delayed  due  to 
these  modifiable  risk  factors.  By  looking  at  pre- 
ventable causes  of  death,  rather  than  focusing  on 
traditional  causes  of  death,  it  becomes  clear  that 
prevention  strategies  are  critically  important. 
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INTRODUCTION 

The  red  imported  fire  ant  (IFA),  Solenopsis  invicta, 
has  slowly  advanced  across  South  Carolina  for  al- 
most 50  years.  IFA  was  first  reported  in  Charles- 
ton and  Orangeburg  Counties  in  1952.  By  1973, 
IFA  had  spread  to  27  counties  from  the  coast  to  the 
midlands.  By  1986,  IFA  infestations  were  reported 
in  all  46  counties  in  the  state.1 

IFA  represents  a community  health  concern  be- 
cause of  its  aggressive  nature  and  its  ability  to  dis- 
place other  ant  species.  It  has  adapted  well  to  both 
urban  and  rural  settings  placing  any  intruder  at  risk 
for  its  burning,  painful  stings.  IFA  infestations  oc- 
cur both  outdoors  and  indoors.  Fortunately,  most 
sting  victims  (80  percent-85  percent)  only  develop 
the  characteristic  pustule  following  a sting.  The 
pustules  are  venom-specific  and  are  sterile,  but  may 
become  secondarily  infected  after  scratching. 
About  15  percent  of  IFA  sting  victims  experience 
localized  edematous  reactions  that  take  several  days 
to  subside.  One  to  two  percent  of  sting  victims 
may  develop  a generalized  allergic  reaction  to  IFA 
venom  leading  to  anaphylaxis,  despite  a lack  of 
other  allergies  in  the  medical  history.  Patients  do 
not  usually  progress  from  one  clinical  category  to 
another  category. 

Our  office  has  documented  IFA  morbidity  and 
mortality  patterns  in  South  Carolina  for  almost 
thirty  years.  The  first  statewide  physician  survey2 
for  consultation  and  treatment  of  IFA  stings  re- 
ported an  average  of  363  cases  per  year  during 
1970-1972.  Over  12,000  cases  were  reported  by 
physicians  across  the  state  in  1986.3  The  number 
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of  IFA  cases  reported  for  1990  declined  to  about 
5,000;  however,  this  survey4  had  a lower  physi- 
cian response  rate  and  did  not  ask  about  patients 
who  consulted  by  phone  on  IFA  stings  and  did  not 
receive  medical  treatment. 

This  1998  study  was  initiated  in  support  of  our 
colleagues  at  Clemson  University  who  needed 
statewide  medical  data  to  support  their  IFA  con- 
trol and  prevention  programs.  It  was  hypothesized 
that  IFA  had  now  fully  infested  the  upper  tier  of 
counties  in  South  Carolina. 

METHODS 

A questionnaire  with  a postage-paid  return  enve- 
lope was  mailed  in  December  1998  to  3,665  phy- 
sicians in  South  Carolina  whose  practice  included 
emergency  medicine,  family  practice,  general  prac- 
tice, pediatrics,  internal  medicine,  and  occupational 
medicine.  These  practitioners  were  identified  from 
the  1998  Directory  of  Physicians  Licensed  and 
Registered  in  South  Carolina  published  by  the 
South  Carolina  Medical  Association.  They  were 
asked  to  estimate  the  number  of  patients  (<  age  14 
years  and  (>  age  15  years)  during  the  past  twelve 
months  who  received  advice  (telephone  consulta- 
tion only)  or  treatment  (in  office,  emergency  room, 
or  hospitalized)  for  IFA  stings.  The  physicians  were 
also  asked  to  report  the  number  of  patients  treated 
for  anaphylaxis,  referred  to  an  allergist,  or  who  had 
died  from  IFA  stings. 

RESULTS 

The  survey  population  was  reduced  to  3,368  be- 
cause 297  physicians  had  moved  out-of-state  or  had 
not  seen  patients  in  1998.  Also  excluded  to  avoid 
double  reporting  were  six  respondents  who  identi- 
fied themselves  as  allergists.  A total  of  1,268  phy- 
sicians (38  percent)  responded  to  the  survey. 

Table  1 lists  the  cases  by  age,  treatment,  and 
outcome.  11,819  cases  of  medical  consultation  and 
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No  respondents  for  1998 


Figure  1:  Change  in  rates  per  10,000  Population  from  1986  to  1998  for  IFA  Sting  Medical 
Consultation  and  Treatment  in  South  Carolina 


treatment  for  IFA  stings  were  reported  for  1998. 
57  percent  of  these  occurred  in  children  age  14  or 
less.  Patients  treated  in  physician  offices  led  all 
treatment  categories  and  accounted  for  5 1 percent 
of  the  patients  <^age  14  years  and  65  percent  of 
those_>  15  years.  Patients  who  only  consulted  their 
physicians  by  telephone  (were  not  seen  by  a phy- 
sician for  treatment)  accounted  for  30  percent  of 
the  total.  About  12  percent  of  both  age  groups  were 
treated  in  emergency  rooms  and  less  than  one  per- 
cent were  hospitalized.  Physicians  reported  that 
176  patients  (two  percent)  received  emergency 
treatment  for  anaphylaxis  while  three  percent  of 
both  age  groups  were  referred  to  an  allergist  for 
desensitization  to  IFA  venom. 

Two  deaths  associated  with  IFA  stings  were 
documented.  Both  involved  patients  in  their  sev- 
enties. The  first  patient  died  from  complications 
three  days  after  being  stung  hundreds  of  times  in 
her  nursing  home  bed.  The  second  patient  fell  into 
a fire  ant  mound  and  had  classical  anaphylaxis.  The 


attending  physician  of  this  patient  believed  the  vic- 
tim might  have  survived  if  it  were  not  for  severe 
preexisting  cardiac  and  pulmonary  disease. 

Table  2 compares  the  results  of  three  physician 
surveys  for  medical  consultation  and  treatment  of 
IFA  stings  for  1986,  1990,  and  the  current  study 
year  of  1998.  Although  response  rates  varied 
among  the  surveys  and  one  question  was  not  asked 
in  two  of  the  surveys,  the  percent  distribution  of 
the  parameters  listed  were  remarkably  consistent 
over  the  years.  Of  note  are  the  consistent  two  per- 
cent of  patients  treated  for  anaphylaxis  and  the  three 
percent  of  patients  referred  to  allergists. 

Table  3 lists  and  Figure  1 displays  the  change 
in  rates  per  10,000  population  for  IFA  medical  con- 
sultation and  treatment  by  county  from  1986  to 
1998.  All  except  one  of  the  upper  tier  of  counties 
(Oconee,  Pickens,  Greenville,  Spartanburg,  Chero- 
kee, York,  Lancaster,  Chesterfield,  and  Marlboro) 
had  significant  increases  in  their  rates.  These  ranged 
from  129  percent  for  Union  County  to  almost  2.000 
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Table  1 

Physician  Reports  of  Consultation  and  Treatment  of 
Imported  Fire  Ant  Stings  in  South  Carolina,  1998 

Patient 

Age 

Total 

TREATMENT 

OUTCOME 

Telephone 

Consult 

Only 

Treated 

in 

Office 

Treated 
in  ER 

Admitted 

to 

Hospital 

Treated  for 
Anaphylaxis 

Referred  to 
Allergist 

Died 

<14 

6,737 

2,471 

3,439 

811 

16 

75 

203 

0 

>15 

5,082 

1,089 

3,311 

643 

40 

101 

152 

2 

Total 

11,819 

3,560 

6,750 

1,454 

56 

176 

355 

2 

Table  2 

Results  from  Three  Physician  Surveys  for 
Medical  Consultation  & Treatment  of  Imported  Fire  Ant  Stings  in  South  Carolina 

Parameter 

Survey  Year 

19861 

19903 

1998 

Survey  population 

1,996 

2,224 

3,368 

Respondents 

1,012 

940 

1,286 

% Response 

50% 

42% 

38% 

Total  Cases  Reported: 

12,127 

4,975 

11,819 

- Telephone  consultations 

4,542  (37%) 

NA 

3,560  (30%) 

- Treated  in  office 

5,469  (45%) 

4,107  (83%) 

6,750(57%) 

- Treated  in  E.R. 

1,994  (16%) 

827  (16%) 

1,454  (12%) 

- Hospitalized 

122(1%) 

27(1%) 

56  (0.5%) 

Deaths 

0 

1 

2 

Patients  treated  for  anaphylaxis 

190  (2%) 

104  (2%) 

176  (2%) 

Patients  referred  to  an  allergist 

NA 

170  (3%) 

355  (3%) 

Cases  per  respondent 

12 

5 

9 

NA  = question  not  asked  in  the  survey 

percent  for  Oconee  County!  Most  of  the  counties  upper  tier  of  counties. 

in  the  coastal  and  midlands  regions  experienced 

declines  in  their  rates  although  the  declines  were  DISCUSSION 

not  as  dramatic  as  the  increases  observed  in  the  This  1998  physician  survey  confirms  the  fact  that 
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Table  3.  Cases  of  Medical  Consultation  and  Treatment  for  IFA  Stings  in  South  Carolina,  1986  & 1998 

County 

Cases  (n) 

Rate  per  10,000  Population 

19861 

1998 

1986 

1998 

Abbeville 

34 

27 

14.8 

11.3 

Aiken 

97 

154 

9.2 

12.7 

Allendale 

76 

21 

69.0 

17.5 

Anderson 

71 

654 

4.7 

45.1 

Bamberg 

74 

42 

38.9 

24.7 

Barnwell 

16 

4 

7.6 

1.8 

Beaufort 

339 

148 

45.8 

17.2 

Berkeley 

34 

51 

2.8 

4.0 

Calhoun 

15 

NR 

11.5 

NR 

Charleston 

1,932 

1,296 

65.7 

43.9 

Cherokee 

39 

26 

9.1 

5.8 

Chester 

61 

114 

19.7 

35.6 

Chesterfield 

6 

68 

1.5 

17.4 

Clarendon 

56 

44 

20.0 

15.7 

Colleton 

149 

63 

43.8 

18.5 

Darlington 

564 

431 

82.9 

69.5 

Dillon 

71 

37 

22.2 

12.8 

Dorchester 

182 

122 

24.9 

14.7 

Edgefield 

175 

89 

97.2 

49.4 

Fairfield 

115 

44 

54.8 

20.0 

Florence 

720 

470 

59.0 

41.2 

Georgetown 

162 

72 

40.5 

15.7 

Greenville 

23 

467 

0.7 

14.6 

Greenwood 

12 

304 

1.9 

50.7 

Hampton 

41 

25 

21.6 

13.9 

Horry 

654 

656 

53.2 

45.6 

Jasper 

17 

20 

10.6 

13.3 

Kershaw 

54 

197 

13.2 

44.8 

Lancaster 

34 

89 

5.7 

16.2 

Laurens 

0 

202 

0 

34.8 

Lee 

220 

146 

115.8 

81.1 

Lexington 

916 

197 

52.6 

11.7 

McCormick 

0 

4 

0 

4.4 

Marion 

218 

30 

60.6 

8.8 

Marlboro 

3 

27 

0.9 

9.3 

Newberry 

169 

182 

52.8 

55.2 

Oconee 

6 

136 

1.1 

23.9 

Orangeburg 

525 

299 

59.0 

35.2 

Pickens 

8 

21 

0.9 

2.2 

Richland 

3,690 

1,797 

128.1 

62.8 

Saluda 

13 

NR 

7.6 

NR 

Spartanburg 

63 

119 

2.9 

5.2 

Sumter 

171 

633 

18.6 

61.5 

Union 

37 

82 

11.9 

27.3 

Williamsburg 

238 

20 

59.5 

5.4 

York 

27 

686 

22.5 

52.4 

State 

12,127 

11,819 

35.7 

33.8 

NR  = No  respondent  data 
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IFA  infestations  are  a community  health  problem 
in  South  Carolina.  As  expected,  there  were  sig- 
nificant increases  in  the  number  of  cases  and  rates 
reported  among  the  upper  tier  of  counties  in  the 
state.  The  declines  in  cases  and  rates  observed 
among  most  of  the  counties  in  the  coastal  and  mid- 
lands regions  are  not  surprising.  The  declines  do 
not  reflect  any  decrease  in  the  region’s  fire  ant 
mounds.  IFA  sting  victims  residing  in  these  areas 
have  now  had  years  of  experience  in  dealing  with 
IFA  stings  and  would  be  less  likely  to  seek  medi- 
cal attention  except  for  the  more  severe  cases. 

Extrapolation  of  study  results  (assuming  that  the 
non-respondent  physicians  were  similar  to  the  re- 
spondent physicians)  suggests  that  there  were  as 
many  as  24,000  cases  that  sought  medical  consul- 
tation and  treatment  in  1986  and  33,000  cases  in 
1998.  This  reflects  a statewide  rate  increase  (34 
percent)  from  71  per  10,000  population  in  1986  to 
94  per  10,000  population  in  1998.  The  literature 
reports  45  that  only  about  five  percent  of  fire  ant 
sting  victims  seek  medical  treatment.  This  would 
extrapolate  to  660,000  cases  of  fire  ant  stings  in 
South  Carolina  during  1998. 

What  are  the  medical  costs  involved?  For  the 
11,819  cases  identified  in  1998,  a conservative  es- 
timate for  total  medical  costs  is  0.9  million  dollars 
($18,000  for  over-the-counter  preparations  pur- 
chased by  patients  in  the  telephone  consultation 
category;  $236,000  for  office  visits  and  profes- 
sional fees;  $364,000  for  treatment  in  emergency 
rooms;  $56,000  for  hospitalizations;  and  $177,500 
for  evaluation  and  desensitization  by  allergists). 
Extrapolating  this  estimate  for  1998,  there  were 
an  estimated  2.4  million  dollars  spent  for  medical 
care  of  IFA  stings  in  South  Carolina. 

The  study  respondents  were  not  asked  if  their 
patients  were  stung  outdoors  or  indoors.  Of  note  is 
the  fact  that  two  practitioners  had  patients  who  were 
stung  by  IFA  while  lying  helpless  in  nursing  home 
beds.  Bedridden6  or  incapacitated  patients  and  in- 
fants are  at  particular  risk  of  multiple  IFA  stings 
since  they  cannot  easily  retreat  from  IFA  or  brush 
them  off  their  bodies.  Tourists  or  new  residents 
from  areas  not  yet  infested  are  other  high-risk 
groups.  Flomeowners,  workers,  IFA- sensitized  pa- 
tients, and  their  attending  physicians  need  to  real- 
ize that  IFA  may  invade  dwellings.  A hospital 
pharmacist  in  South  Carolina  almost  died  from  ana- 


phylaxis after  a fire  ant  dropped  onto  her  neck  from  a 
ceiling  vent  while  she  was  busy  filling  prescriptions.7 

SUMMARY 

Imported  fire  ants  are  now  firmly  established  in  all 
46  counties  of  South  Carolina.  In  1998  there  were 
an  estimated  660,000  cases  in  the  state  of  which 
approximately  33,000  sought  medical  treatment  at 
an  estimated  cost  of  2.4  million  dollars.  Residents 
and  visitors  are  at  risk  for  IFA  attacks  that  may 
occur  indoors  as  well  as  outdoors.  While  IFA  sting 
victims  in  endemic  areas  of  the  state  may  be  less 
likely  to  seek  medical  treatment,  patients  in  recently 
infested  areas  seem  to  be  more  likely  to  seek  treat- 
ment since  they  are  relatively  unfamiliar  with  the 
multiple,  painful  IFA  stings  and  pustules. 

Citizens  need  to  control  IFA  infestations  around 
and  within  their  homes  according  to  guidelines  rec- 
ommended by  the  Clemson  University  Coopera- 
tive Extension  Service.  Regional  IFA  control 
programs  were  discontinued  in  the  past  because  of 
costs  and  environmental  chemical  concerns.  Ob- 
viously, we  need  to  support  ongoing  research  aimed 
at  developing  improved  and  safe  strategies  for  the 
local  and  regional  control  of  IFA. 
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Since  the  establishment  of  the  National  Cancer 
Program,  much  progress  has  been  made  in  terms 
of  understanding  of  what  cancer  is,  how  it  devel- 
ops, who  is  at  risk,  how  it  can  be  prevented,  and 
how  it  can  best  be  controlled.  However,  cancer 
continues  to  be  a major  health  problem  in  South 
Carolina.  In  1998,  it  is  estimated  that  approximately 
17,600  new  cancer  cases  will  be  diagnosed  in  South 
Carolina.  In  spite  of  the  progress  being  made  rela- 
tive to  cancer  prevention,  risk  reduction,  early  de- 
tection, and  treatment,  8,100  South  Carolinians 
are  expected  to  die  from  this  disease  (Figure)1. 

Maintaining  a healthy  lifestyle  is  considered  piv- 
otal to  controlling  cancer2.  As  a result,  numerous 
health  promotion  and  cancer  risk  reduction  efforts 
have  been  launched  throughout  the  state  by  health 
educators,  lay  cancer  advocates,  and  leaders  of 
various  public  and  private  community  organiza- 
tions.3'4 Yet,  data  suggest  that  health  information 
and  recommendations  by  primary  care  providers 
are  considered  to  be  much  more  likely  to  result  in 
a desired  behavior  change.5 

One  might  assume  that  given  the  cancer  trends 
in  South  Carolina  and  the  known  influence  of  pro- 
vider advice  and  counsel  on  patients’  health  be- 
havior that  physicians,  nurse  practitioners,  and 
physician  assistants  who  function  as  primary  care 
providers  would  devote  a considerable  amount  of 
time  within  their  practices  toward  helping  patients 
to  enhance  their  health  and  reduce  their  health  risks. 
However,  little  is  known  about  the  extent  to  which 
primary  care  providers  in  South  Carolina  counsel 
their  patients  about  health  promotion,  risk  reduc- 
tion, nor  the  degree  to  which  they  feel  prepared  to 
do  so.  Therefore,  a study  was  undertaken  to  ex- 
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plore  these  issues  among  the  physicians,  nurse  prac- 
titioners, and  physician  assistants  who  function  as 
primary  care  providers  throughout  the  state.  The 
study  aimed  to: 

( 1 ) identify  the  behaviors  believed  by  primary 
care  providers  to  be  most  related  to  health 
status, 

(2)  describe  the  beliefs  of  primary  care 
providers  regarding  the  ability  of  patients 
to  independently  modify  their  health 
behavior, 

(3)  describe  the  beliefs  of  primary  care 
providers  regarding  their  ability  to 
influence  patients  to  modify  health 
behavior, 

(4)  assess  the  extent  to  which  primary  care 
providers  gather  information  from  patients 
regarding  health  practices,  and 

(5)  determine  the  degree  to  which  primary  care 
providers  feel  prepared  to  advise  and 
counsel  patients  about  health  promotion 
and  cancer  risk  reduction. 

Methods 

To  examine  the  extent  to  which  primary  care  pro- 
viders in  South  Carolina  focus  on  health  promo- 
tion and  cancer  risk  reduction  in  their  practices  a 
10-part  survey  instrument  was  designed.  Incorpo- 
rated within  the  instrument  were  items  reflecting 
health  behaviors  believed  by  primary  care  provid- 
ers to  be  most  related  to  health  status,  beliefs  of 
primary  care  providers  regarding  their  patients* 
ability  to  independently  modify  their  health  behav- 
ior, beliefs  of  primary  care  providers  regarding  their 
ability  to  help  patients  modify  their  health  behav- 
ior, and  items  denoting  the  extent  to  which  the  pro- 
viders gather  data  from  patients  regarding 
behaviors  known  to  effect  health,  and  the  degree 
to  which  the  primary  care  provider  felt  prepared  to 
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advise  and  counsel  patients  about  health  promo- 
tion and  cancer  risk  reduction.  Eight  items  were 
also  included  to  provide  data  regarding  the  char- 
acteristics of  the  primary  care  providers’  practice. 
For  the  purpose  of  this  study,  the  health  behaviors 
under  consideration  were  tobacco  control,  diet 
modification,  and  exercise.  For  example,  “it  is  im- 
portant for  primary  care  providers  to  devote  time 
to  helping  patients  modify  their  health  behavior  in 
order  to  reduce  health  risks”,  “to  what  extent  do 
you  gather  information  from  your  patients  regard- 
ing smoking,  diet,  and  exercise?”,  and  “how  pre- 
pared do  you  feel  to  counsel  patients  regarding 
smoking  cessation,  diet  modification,  and  exer- 
cise?” To  evaluate  clarity  and  validity  of  the  items, 
the  instrument  was  reviewed  by  a panel  of  experts 
iwhich  included  three  members  of  a health  educa- 
tor, a primary  care  clinician,  and  a statistician. 

RESULTS 

Characteristics  of  the  Survey  Respondents 

The  survey  instrument  was  mailed  to  each  physi- 
cian, nurse  practitioner,  and  physician  assistant 
functioning  as  a primary  care  provider  in  South 


Carolina  as  of  January  1998.  Seven  hundred  fifty 
seven  of  the  surveys  were  completed  and  returned. 
Four  hundred  eighty  two  surveys  were  returned  by 
physicians  (14.4  percent),  208  were  returned  by 
nurse  practitioners  (37.1  percent),  and,  67  were  re- 
turned by  physicians  assistants  (44.7  percent). 

The  patients  served  by  the  physicians,  nurse 
practitioners  and  physician  assistants  responding 
to  the  survey  varied  considerably.  The  majority  of 
the  physicians  responding  to  the  survey  indicated 
that  most  of  the  patients  in  their  practice  were  white 
females.  The  nurse  practitioners  described  their 
caseload  as  consisting  primarily  of  minority  fe- 
males, while  the  majority  of  the  physician  assis- 
tants’ patients  were  minority  men.  And,  while  the 
physicians,  nurse  practitioners  and  physician  as- 
sistants described  their  caseloads  as  consisting  pri- 
marily of  adults,  the  physical  assistants  were  noted 
to  be  least  likely  to  care  for  patients  under  the  age 
of  16  and  the  nurse  practitioners  were  noted  to  be 
least  likely  to  care  for  patients  65  years  of  age  or 
older. 

Impact  of  Tobacco,  Diet,  and  Exercise  on  Health 


Table  1 

Primary  Care  Providers  Reporting  Health  Promotion  Behavior  As  Very  Important 

Physicians 
(n  = 482) 

Nurse  Practitioners 
(n  = 208) 

Physician  Assistants 
(n  = 67) 

Total 
(N  = 757) 

n 

% 

n 

% 

n 

% 

n 

% 

Elimination  of 
cigarette  smoking 

472 

97.9 

198 

95.2 

64 

95.5 

734 

97.0 

Maintaining  a 
healthy  diet 

337 

69.9 

171 

82.2 

44 

65.7 

552 

72.9 

Avoidance  of 
excess  calories 

345 

71.6 

152 

73.1 

37 

55.2 

534 

70.5 

Avoidance  of 
saturated  fats 

301 

62.4 

152 

73.1 

32 

47.8 

485 

64.1 

Aerobic  activity 
3 times  per  week 

318 

66.0 

144 

69.2 

37 

55.2 

499 

65.9 
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Status 

The  primary  care  providers  responding  to  the  sur- 
vey were  relatively  consistent  in  their  beliefs  about 
the  impact  of  tobacco,  diet,  and  exercise  on  health 
status.  The  physicians,  nurse  practitioners  and  phy- 
sicians assistants  each  expressed  a strong  belief  that 
eliminating  tobacco,  eating  a balanced  diet,  avoid- 
ing excesses  in  caloric  intake,  avoiding  foods  high 
in  saturated  fats,  and  engaging  in  aerobic  activity 
at  least  three  times  per  week  were  important  health 
behaviors  for  the  average  person  (Table  1).  How- 
ever, the  degree  of  consensus  among  the  primary 
care  providers  was  noted  to  be  the  greatest  relative 
to  the  importance  of  eliminating  tobacco  and  least 
relative  to  the  importance  of  exercise  on  patients’ 
health  status. 

Recognizing  the  relationship  between  smoking, 
diet,  and  exercise  and  health  status,  patients  will 
often  attempt  to  modify  their  behavior  in  an  at- 
tempt to  improve  their  health  status  using  self- 
directed  approaches.  When  asked  how  successful 
they  believed  most  patients  were  in  their  attempts 
to  modify  their  health  behavior  using  self  directed 
approaches,  surprisingly  few  of  the  primary  care 
providers  responded  ‘successful’  (Table  2).  Fur- 
ther data  analysis  revealed  that  physicians,  nurse 
practitioners,  and  physician  assistants  believed  that 
patients  would  have  least  success  with  modifying 
smoking  behavior  and  the  greatest  success  with  diet 
and  exercise. 

Health  Promotion  and  Risk  Reduction  in  the 
Practice  of  Primary  Care 

It  is  known  that  patient  assessment  is  critical  to  the 
formulation  of  a patient  diagnosis  and  the  devel- 
opment of  a patient  specific  plan  of  care.  There- 
fore, an  attempt  was  made  to  determine  the  extent 
to  which  the  primary  care  providers  gathered  in- 
formation relative  to  tobacco  use,  diet  and  exer- 
cise from  their  patients.  Data  revealed  that  most  of 
the  primary  care  providers  surveyed  varied  in  the 
degree  to  which  they  gathered  information  from 
their  patients  related  to  smoking , diet  or  exercise. 
Eighty  eight  percent  of  the  primary  care  providers 
reported  that  they  ‘routinely’  gathered  information 
from  patients  regarding  smoking.  Fifty  percent  of 
the  primary  care  providers  surveyed  reported  that 
they  routinely  gathered  information  from  patients 
regarding  diet.  And,  fifty  two  percent  of  the  pri- 


mary care  providers  surveyed  reported  that  they 
routinely  gathered  information  from  patients  re- 
garding exercise.  However,  only  38.2  percent  of  the 
physicians,  44.7  percent  of  the  nurse  practitioners  and 
28.4  percent  of  the  physician  assistants  surveyed  in- 
dicated that  they  ‘routinely’  gathered  information 
from  patients  regarding  smoking,  diet  and  exercise. 

Providing  Health  Promotion  and  Cancer  Risk 
Reduction 

Given  the  scope  of  practice  of  primary  care  pro- 
viders, when  compared  to  other  health  care  pro- 
viders, they  would  appear  to  be  best  positioned  to 
advise  and  counsel  patients  regarding  health  pro- 
motion and  cancer  risk  reduction.  The  majority  of 
the  primary  care  providers  reported  that  if  given 
the  appropriate  support  they  could  help  patients 
modify  their  health  behavior  (Table  3).  When  asked 
if  it  was  important  for  providers  to  devote  practice 
time  to  helping  patients  reduce  their  health  risks, 
the  majority  of  the  primary  care  providers  surveyed 
responded  in  the  affirmative.  However,  12  percent 
of  the  physicians,  ten  percent  of  the  nurse  practi- 
tioners, and  16  percent  of  the  physician  assistants 
responding  to  the  survey  did  not. 

When  asked  if  they  felt  prepared  to  advise  and 
counsel  their  patients  relative  to  smoking,  66  per- 
cent of  the  primary  care  provides  reported  that  they 
felt  prepared.  Forty  nine  percent  of  the  primary  care 
providers  reported  that  they  felt  prepared  to  coun- 
sel patients  relative  to  diet.  Forty  five  percent  of 
the  primary  care  providers  reported  that  they  felt 
prepared  to  counsel  patients  relative  to  exercise. 
Further  analysis  revealed  that  only  33.6  percent  of 
the  physicians,  41.8  percent  of  the  nurse  practitio- 
ners, and  34.3  percent  of  the  physicians  assistants 
reported  that  they  felt  prepared  to  counsel  patients 
relative  to  smoking,  diet  and  exercise.  However, 
the  greater  majority  of  the  primary  care  providers 
involved  in  the  survey  indicated  that  they  would 
be  interested  in  participating  in  a variety  of  patient- 
oriented  educational  programs  focused  on  smok- 
ing cessation,  diet,  nutrition,  exercise  and  fitness 
if  they  were  available  (Table  4). 

Discussion 

The  impact  of  tobacco,  diet,  and  exercise  on  health 
status  has  been  known  for  decades.  Smoking,  diet 
and  exercise  are  noted  as  being  of  major  impor- 
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Table  2 

Primary  Care  Providers  Reporting  Patients  Ability  to  Modify  Health  Behavior  as  Successful 

Physicians 
(n  = 482) 

Nurse  Practitioners 
(n  = 208) 

Physician  Assistants 
(n  = 67) 

Total 
(N  = 757) 

n 

% 

n 

% 

n 

% 

n 

% 

Smoking* 

160 

33.2 

52 

25.0 

23 

34.3 

235 

31.0 

Diet 

174 

36.1 

77 

37.0 

20 

29.9 

271 

35.8 

Exercise 

200 

41.5 

69 

33.2 

23 

34.3 

292 

38.6 

Table  3 

Primary  Care  Providers  Reporting  They  Could  Help  Patients  Modify  Their  Health  Behavior 
If  Health  Promotion  Resources  Were  More  Readily  Available 

Physicians 
(n  = 482) 

Nurse  Practitioners 
(n  = 208) 

Physician  Assistants 
(n  = 67) 

Total 
(N  = 757) 

n 

% 

n 

% 

n 

% 

n 

% 

Smoking 

418 

86.7 

191 

91.8 

61 

91.0 

670 

88.5 

Diet 

411 

85.3 

184 

88.5 

48 

71.6 

643 

84.9 

Exercise 

406 

84.2 

184 

88.5 

46 

68.7 

636 

84.0 

Table  4 

Primary  Care  Providers  Reporting  Interest  in  Participating  in  Patient-Oriented  Health 

Promotion  and  Cancer  Risk  Reduction 

Physicians 
(n  = 482) 

Nurse  Practitioners 
(n  = 208) 

Physician  Assistants 
(n  = 67) 

Total 
(N  = 757) 

n 

% 

n 

% 

n 

% 

n 

% 

Smoking 

268 

55.8 

117 

72.1 

38 

56.7 

457 

60.4 

Diet 

308 

70.1 

181 

87.0 

52 

77.6 

571 

74.4 

Exercise 

317 

65.8 

177 

85.1 

47 

70.1 

541 

70.1 

tance  in  the  prevention  and  control  of  cancer  and 
many  other  chronic  health  conditions.1’26'7  It  is  es- 
timated that  smoking  accounts  for  30  percent  of 
all  cancer  deaths  in  the  United  States.  As  a result 
numerous  efforts  have  been  employed  to  discour- 
age smoking  and  the  use  of  tobacco  products.8  Evi- 


dence suggests  that  an  estimated  35  percent  of  all 
cancers  in  the  United  States  are  due  to  dietary  fac- 
tors. While  the  Department  of  Health  and  Human 
Services  reports  that  many  factors  must  be  consid- 
ered when  identifying  dietary  risk,  the  dispropor- 
tionate consumption  of  foods  high  in  fats,  at  the 
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expense  of  foods  high  in  complex  carbohydrates 
and  fiber,  is  noted  to  be  the  primary  culprit.  And, 
there  is  mounting  evidence  to  support  the  associa- 
tion between  exercise  and  cancer.  As  a result,  the 
Centers  of  Disease  Control  and  Prevention  and  the 
American  College  of  Sports  recommend  that  adults 
engage  in  a minimum  of  30  minutes  of  moderate- 
intensity  activity,  on  most,  preferably  all,  days  of 
the  week  to  promote  health,  prevent  disease,  and 
maintain  a healthy  weight.9 

It  is  generally  believed  that  cancer  incidence  and 
mortality  within  and  beyond  South  Carolina  could 
be  significantly  reduced  if  current  knowledge  re- 
garding health  promotion,  cancer  prevention,  and 
cancer  risk  reduction  were  effectively  communi- 
cated to  patients  by  health  care  professionals.  As  a 
result,  primary  care  providers  have  been  strongly 
urged  to  take  a much  more  active  role  in  the  iden- 
tification of  patients  at  risk,  in  providing  patient 
education,  and  in  the  promotion  of  health  and  risk 
reduction  throughout  the  community.  They  have 
been  encouraged  to  more  assertively  communicate 
messages  to  patients  and  consumers  which  empha- 
size the  importance  of  tobacco  control,  diet  modi- 
fication and  exercise.  They  have  also  been  strongly 
urged  to  initiate  health  promotion  and  risk  reduc- 
tion programs  within  their  practices. 

The  promotion  of  health  and  reduction  of  health 
risks  should  be  the  charge  and  challenge  of  each 
primary  care  providers.  However,  data  suggest  that 
often  this  is  not  the  case.  As  future  strategies  for 
promoting  the  health  of  South  Carolinians  are  pro- 
posed, it  is  recommended  that  consideration  be 
given  to  the  design  of  tools,  resources,  education 
and  training  opportunities  for  primary  care  provid- 
ers. By  doing  so,  we  can  better  ensure  that  the  phy- 
sicians, nurse  practitioners  and  physician  assistants 
now  serving  in  this  capacity  have  the  resources  and 
skills  needed  to  meet  the  challenge  and  fulfill  their 
charge  throughout  the  state. 

While  the  nature  of  the  methods  used  for  data 
collection  used  in  this  study  limit  generalizability, 
the  findings  warrant  careful  consideration.  The 
same  is  true  regarding  the  value  and  implications 
of  the  findings  to  practice. 

To  obtain  more  information  about  strategies  that  may  be 
used  to  promote  health  and  reduce  cancer  risks  among  pa- 
tients within  your  practice,  visit  these  websites: 


American  Cancer  Society 

http://www.cancer.org 

Centers  of  Disease  Control  and  Prevention 
http://www.cdc.gov/ 

Health  Finder 
http://www.healthfinder.org 
National  Cancer  Institute 
http://www.nci/nih.gov/ 

National  Health  Information  Center 
http://nhic-nt.health.org/ 

Office  of  Disease  Prevention  and  Health  Promotion 

http://odphp.osophs.dhhs.gov/ 

5 a Day  Program 

http://www.dccps.nci.nih.gov/5aday/ 

Lung  Cancer  Educational  Material 
http://www.mediconsult.com 
CDC’s  Tips  (Tobacco  information  and 
prevention  source 

http://www.cdc.gov/nccdphp/osh/tobacco.htm 
Smoking  Cessation  - AHCPR  Practice  Guidelines 

http://www.ahcpr.gov/guide/ 

These  Web  sites  are  provided  for  information  only. 

Hosts  are  responsible  for  their  own  content  and  availability 
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PEW  THOUGHTS  WHILE  LISTENING  TO  PACHELBEL’S  CANON  IN  D 


My  friend  Don  Bessinger  of  Greenville  suggests 
we  consider  Bach  as  the  fifth  gospel.  A fine  thought, 
and  in  the  same  spirit  I vote  for  Johann  Pachelbel 
(1653-1706).  True,  we  know  relatively  little  about 
this  composer.  But  number  me  among  the  millions 
who  find  in  Pachelbel’s  canon  in  D,  a large  mea- 
sure of  source  of  solace,  comfort,  and  inspiration 
not  unlike  that  found  in  the  scriptures.  Pachelbel 
brought  a balm  to  humankind. 

Like  most  great  compositions,  the  canon  is  de- 
ceptively simple.  It  begins  calmly,  methodically, 
with  the  familiar  I-V-VI-iii-IV-I-IV-V  chord  pro- 
gression. The  composer  next  introduces  stress 
through  additional  voices,  dissonance,  and  increas- 
ing volume.  Then  comes  the  resolution,  a calming 
after  the  storm.  For  me  the  canon  offers  a meta- 
phor for  life:  birth,  challenge,  closure.  With  those 
who  call  it  trite,  overplayed,  and  exploited  in  too 
many  commercials,  I beg  to  differ.  I can’t  hear  it 
enough. 

Over  the  years,  I’ve  collected  a number  of  ver- 
sions. Some  feature  string  quartets,  others  Baroque 
chamber  orchestras.  One  features  a piano,  another 
a brass  ensemble.  One  has  James  Galway  on  the 
flute.  Another  carries  in  the  background  the  fetch- 
ing, throaty  voice  of  Cleo  Laine,  singing  “How 
and  where  will  we  touch  again?”  In  yet  another, 
the  canon  rises  and  falls  above  a gentle  chorus  of 
ocean  surf,  an  acoustic  image  of  eternal  time.  But 
the  canon  has  never  soothed  me  more  than  it  did 
while  sitting  in  the  pew  at  Martine’s  funeral. 
Martine,  you  see,  was  Bill’s  daughter. 

This  story  takes  up  where  another  left  off  15 
years  ago  (see  “Bill’s  Lesion,”  J SC  Med  Assoc 
1984;  80:  313-314).  Bill  was  a special  person,  an 
American  original,  treasured  by  all  who  knew  him. 
He  gave  liberally  of  time  and  talents  to  family, 
friends,  and  community.  He  and  Anne  gave  to  each 
of  their  eight  children  the  family  trademarks:  a 
novel  whistle  (“You’d  recognize  it  in  Grand  Cen- 
tral Station”)  and  an  uncommonly  winning  smile. 
I first  met  Bill  through  the  Cub  Scout  troop  in  the 


same  church  where  I now  sat  listening  to  Pachelbel. 
Somewhere  there  is  a picture  of  me  and  my  father 
sitting  around  at  Camp  Burnt  Gin  with  Bill  and  his 
two  older  sons,  Billy  and  Johnny.  Everyone  is  smil- 
ing, especially  Bill. 

It  was  through  Martine  that  as  an  adult  I got  to 
know  Bill  again.  I had  come  back  to  town  to  prac- 
tice medicine.  Late  one  night,  I was  called  in  con- 
sultation by  a neurosurgeon  to  see  a patient  whose 
serum  sodium  was  173  mEq/L  following  surgery 
for  a ruptured  berry  aneurysm.  She  was  asymptom- 
atic but  had  lost  her  recent  memory.  I diagnosed 
infarction  of  the  thirst  center  and  corrected  her  life- 
threatening  hypernatremia.  Bill  brought  me  a quart 
of  shucked  oysters.  He  took  me  into  his  circle  of 
family  and  friends.  That  irresistible  smile  became 
a constant  in  my  life. 

The  singular  blend  of  art,  science,  and  probabil- 
ity theory  that  defines  our  profession  dooms  each 
of  us  to  sadness  as  well  as  joy,  and  the  greatest 
sadness  of  my  career  came  from  Bill’s  asking  me 
to  do  his  physical  examination.  I found  a coin  le- 
sion. I consulted  a radiologist,  a pulmonologist,  an 
oncologist.  We  all  agreed  it  had  to  come  out.  The 
lesion  proved  benign — a localized  chronic  inflam- 
mation caused  by  mineral  oil  caused  in  turn  by  his 
habitual  use  of  a nasal  salve.  Postoperatively  he 
developed  pneumonia,  then  a subendocardial  inf- 
arction, then  the  acute  respiratory  distress  syn- 
drome. He  died. 

It  mattered  not  that  Bill  was  76  years  old  and 
fast  approaching  the  usual  lifespan  of  this  family 
of  origin.  It  mattered  not  that  he  had  known  the 
risks  of  thoracotomy.  It  mattered  not  that  he,  like 
most  of  us,  would  probably  have  preferred  to  avoid 
what  Osier  called  “those  cold  gradations  of  decay 
so  distressing  to  his  friends.”  I never  quite  recov- 
ered. Ever  since,  I’ve  kept  a photograph  of  Bill  in 
my  office,  a reminder  not  only  of  a special  friend 
but  also  of  fallibility,  medicine’s  and  my  own. 

Martine  never  got  back  her  recent  memory  or 
her  thirst  sensation  but  coped  reasonably  well  with 
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both  deficits.  I tried  to  be  her  doctor  for  a while, 
even  arranging  a metabolic  analysis  of  her  sodium 
and  water  balance,  but  eventually  passed  her  on  to 
other  hands,  knowing  now  all  too  well  the  pitfalls 
of  caring  for  “family.”  When  Martine  developed 
urinary  calculi,  then  renal  failure,  we  all  assumed 
it  was  because  she  never  drank  enough  water.  As 
it  turned  out  though,  her  organs  were  riddled  with 
amyloidosis.  Hospitalized  with  pneumonia,  she 
was  soon  committed  to  hemodialysis  and  mechani- 
cal ventilation.  She  had  one  cardiac  arrest  after  an- 
other. Through  it  all,  she  flashed  that  famous  family 
smile.  The  nurses  were  amazed. 

It  was  after  one  of  my  visits  to  Martine  that  I 
ran  into  Billy  (her  oldest  brother,  Bill’s  and  Anne’s 
first  son)  and  his  wife,  Ginny.  We  walked  out  of 


the  hospital  together.  It  was  a splendid  autumn  day. 
In  the  parking  lot  I emptied  my  sorrows. 

“You  know,  the  greatest  regret  of  my  profes- 
sional career  was  advising  Bill  to  have  surgery.” 

Billy  and  Ginny  simultaneously  turned  on  me. 
“Come  on  Charley,  let  it  go!” 

“No,”  I continued,  “not  a day  passes  that  I don’t 
think  of  Bill.” 

Ginny  then  gave  me  the  blessing  I could  never 
give  myself,  that  I could  receive  only  from  a mem- 
ber of  the  family. 

“Charley,”  she  said  gently  but  firmly,  “ God  de- 
cided it  was  Bill’s  time  to  go.  You're  not  that  im- 
portant!” 

Pachelbel  played  on. 

— CSB 


Some  of  our  owners  describe  it 
as  an  elective  stressectomy 


Dewees  is  a private,  oceanfront  island  minutes 
from  Historic  Charleston,  SC.  A wide,  natural 
beach  stretches  for  2lh  miles;  65  percent  of  the 
island  is  in  permanent  conservation;  a community 
limited  to  150  homesites  ever. 

Come  explore  Dewees  soon! 

Call  1-800-444-7352 

or  (843)  886-8783 
www.deweesisland.com 

Dewees  Island  Real  Estate,  Inc. 

Eddie  Weekley,  BIC 

Obtain  the  Property  Report  required  by  Federal  law  and  read  it  before  signing  anything. 
No  Federal  agency  has  judged  the  merits  or  value,  if  any,  of  this  property.  N.J.E.  6-96-3/2 
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JULY 


Monday  - Thursday  July  12-15, 1999 

Sea  Island,  GA:  The  Cloister 

19th  Annual  Obstetrics  and  Gynecology 
SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Ob/gyn,  family  practice, 
internal  medicine 

CONTACT:  Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  18  hours,  AMA  Category  1 

Thursday  - Sunday  July  22-25, 1999 

Myrtle  Beach,  SC:  Embassy  Suites  Hotel  at 
Kingston  Plantation 

South  Carolina  and  North  Carolina  Otolaryngology/ 
Head  and  Neck  Surgery  Assembly 
TARGET  AUDIENCE:  Otolaryngologists 
FACULTY:  Antonio  De  La  Cruz,  MD;  Donald  C. 

Lanza,  MD;  Ira  D.  Papel,  MD 
CONTACT:  Debbie  Shealy;  ext.  223,  (803)  798- 
6207  or  (800)  327-1021 

Monday  - Friday  July  26-30, 1999 

Sea  Island,  GA:  The  Cloister 

3’ d Annual  Medical  and  Surgical  Approaches  to  GI 
Disorders 

SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Gastroenterology,  family 
practice,  general  surgery,  internal  medicine 
CONTACT:  Division  of  Continuing  Education; 


(706)  721-3967  or  (800)  221-6437 
CREDITS:  22  hours,  AMA  Category  1 

Thursday  - Sunday  July  29  - August  1, 1999 
Asheville,  NC:  The  Grove  Park  Inn 

South  Carolina  Chapter  of  the  A.merican  Academy 
of  Pediatrics  Annual  Meeting  and  Scientific 
Program 

SPONSOR:  Mary  Black  Memorial  Hospital 
TARGET  AUDIENCE:  Pediatricians 
FACULTY:  John  A.  Barnard,  MD;  Edward  E. 
Conway,  Jr.,  MD;  Terry  O.  Harville,  MD;  Jane  G. 
Schaller,  MD 

CONTACT:  Debbie  Shealy,  ext.  223,  (803)  798- 
6207  or  (800)  327-1021 
CREDITS:  6 hours,  AMA  Category  1 

AUGUST 


Thursday  - Saturday  August  12-14, 1999 

Sea  Island,  GA:  The  Cloister 

Seizures,  Spells  and  Shakes:  Neurology  for  the  Non- 
Neurologist 

SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Family  practice,  internal 
medicine,  neurology,  psychiatry,  psychology 
CONTACT:  Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  15  hours,  AMA  Category  1 


Sunday  - Friday  August  15-20, 1999 

Sea  Island,  GA:  The  Cloister 

21st  Annual  Critical  Care 
SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Emergency  medicine, 
family  practice,  internal  medicine 
CONTACT:  Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  22  hours,  AM  A Category  1 

Friday  - Tuesday  August  20-24,  1999 

Sea  Island,  GA:  The  Cloister 

9th  Annual  Sleep  Disorders 
SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Family  practice,  neurology, 
psychiatry,  psychology 

CONTACT:  Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  25  hours,  AM  A Category  1 

Wednesday  - Friday  August  25-27, 1999 

Sea  Island,  GA:  The  Cloister 

Update  in  Diabetes  Mellitus 
SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Internal  medicine,  family 
practice,  pediatrics 

CONTACT:  Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  12  hours,  AMA  Category  1 

SEPTEMBER 


Friday  - Saturday  September  10-11, 1999 

Clemson,  SC:  Madren  Conference  Center 

MUSC/Clemson  CME  Weekend 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  conference  is  designed  as  an 
update  for  the  primary  care  physician. 

TARGET  AUDIENCE:  Primary  care  physicians 
FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Pam  Benjamin  or  Odessa  Ussery; 

(843)  876-1925 

Friday  - Sunday  September  10-12, 1999 

Asheville,  NC:  The  Grove  Park  Inn 

South  Carolina  Society  of  Pathologists 
TARGET  AUDIENCE:  Pathologists 
FACULTY:  Sharon  A.  Weiss,  MD 


CONTACT:  Debbie  Shealy;  ext.  223,  (803)  798- 
6207  or  (800)  327-1021 

Thursday  - Friday  September  16-17, 1999 

Charleston,  SC:  Storm  Eye  Institute  Auditorium 
at  the  Medical  University  of  South  Carolina 

Development  in  Digestive  Diseases 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  conference  is  designed  as  an 
update  for  the  practicing  gastroenterologists. 
TARGET  AUDIENCE:  Gastroenterologists 
FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Rita  Oden;  (843)  792-6865 

Monday  - Saturday  Sept.  27-October  2, 1999 
Charleston,  SC:  Westin  Francis  Marion  Hotel 

8th  Intensive  Review  of  Emergency  Medicine 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  conference  is  designed  as  an 
intensive  review  for  the  emergency  physician  and 
family  physician. 

TARGET  AUDIENCE:  Emergency  physicians, 
family  physicians 

FACULTY:  Guest  and  MUSC  faculty 
TUITION:  $800  for  physicians 
CONTACT:  Odessa  Ussery;  (843)  876-1925 
CREDITS:  45  hours,  AMA  Category  1 


SCMA  COMMITTEE  ON  CME 

Stoney  A.  Abercrombie,  MD,  Chairperson 
Marion  C.  Anderson,  MD 
Stacey  V.  Brennan,  MD 
Gene  Burges,  MD 
Charles  Michael  Collins,  MD 
Sami  Elhassani,  MD 
Baxter  F.  McLendon,  MD 
Terry  A.  Payton,  MD 
Ben  C.  Pendarvis,  Jr.,  MD 
Thomas  L.  Pope,  MD 
Lucius  C.  Pressley,  Jr.,  MD 
William  M.  Simpson,  Jr.,  MD 
R.  Norman  Taylor,  MD 
Spence  Taylor,  MD,  Vice  Chairperson 
Robert  M.  Sade,  MD,  Speaker  of  the  House 


On  the  Cover. 


FIFTY  YEARS  AGO— 

In  the  news  — the  U.S.  recognized  the  Republic 
of  Korea,  headed  by  Syngman  Rhee,  also  Israel 
and  Transjordan.  The  North  Atlantic  Pact  was 
signed  creating  NATO.  The  three  western  zones 
of  Germany  merged  and  the  Berlin  blockade  was 
lifted.  The  Academy  Award  for  Best  Picture  went 
to  All  the  King ’s  Men.  Best  actress  award  went  to 
Olivia  de  Havilland  in  The  Heiress , and  best  actor 
award  went  to  Broderick  Crawford  for  his  role  in 
All  the  King’s  Men.  Hit  songs  of  1949  included 
“Mona  Lisa,”  “Rudolph,  the  Red-Nosed  Reindeer,” 
“Mule  Train,”  “Let’s  Take  an  Old-Fashioned 
Walk,”  “Some  Enchanted  Evening,”  “My  Foolish 
Heart,”  and  “Diamonds  Are  a Girl’s  Best  Friend.” 
Best  seller  books  included  White  Collar  Zoo  by 
Clare  Barnes,  Jr.,  How  to  Win  at  Canasta  by 
Oswald  Jacoby,  Cheaper  by  the  Dozen  by  Frank 
B.  Gilbreth,  Jr.  and  Ernestine  G.  Carey  and  The 
Greatest  Story  Ever  Told  by  Fulton  Oursler. 

In  Science  and  Technology — the  U.  S.  Air  Force 
ended  its  two-year  investigation  of  flying  saucer 
reports  by  denying  the  authenticity  of  UFOs; 
Willard  Libby  of  the  University  of  Chicago 


reported  the  use  of  carbon- 14  to  determine  the  age 
of  objects;  eight  essential  amino  acids  for  humans 
were  described;  and  the  first  atomic  bomb  tests 
began  in  the  USSR.  William  Giauque  won  the 
Nobel  Prize  in  chemistry  for  work  in 
thermodynamics.  Ben  Hogan  was  seriously  injured 
in  a car  accident.  The  AMA  advocated  voluntary 
medical  care  plans.  The  minimum  wage  rose  from 
40  cents  to  75  cents  an  hour.  Rita  Hayworth  married 
Prince  Ali  Kahn.  The  Polaroid  Land  camera  was 
introduced. 1 That’s  what  was  happening  in  1 949 — 
in  addition  to  graduation  from  the  Medical  College 
of  the  State  of  South  Carolina  for  the  group  pictured 
on  this  month’s  cover  that  celebrated  their  50th 
reunion  this  year. 

Jane  McCutchen  Brown,  Curator 
Waring  Historical  Library 
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Seven  Decades  in  American  Life  1920-1989.  New 
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SCMAA-SCMA  FOUNDATION  SCHOLARSHIP  AWARDS 

On  May  2,  1999,  the  South  Carolina  Medical  Association  Alliance  (SCMAA)  and  the  South  Caro- 
lina Medical  Association  Foundation  Scholarship  Committee  had  the  pleasure  of  presenting  eighteen 
$2,000  scholarships  to  medical  students  from  the  University  of  South  Carolina  School  of  Medicine 
(USCSOM)  and  Medical  University  of  South  Carolina  (MUSC)  School  of  Medicine. 

The  recipients  were  chosen  by  an  interview  process  conducted  by  the  Scholarship  Committee  in 
Columbia  and  Charleston,  and  were  determined  on  the  basis  of  financial  need,  academics,  extracurricu- 
lar involvement,  and  interpersonal  skills.  This  was  a monumental  task  considering  the  exceptional  and 
deserving  students  interviewed  but  those  of  us  who  served  on  the  committee  were  most  rewarded  for 
the  experience.  These  impressive  students  will  be  outstanding  physicians,  hopefully  practicing  in  South 
Carolina.  Seeing  the  future  of  medicine  through  these  capable  medical  students’  eyes  certainly  assures 
the  continuation  of  the  excellent  medical  care  that  exists  in  our  state  today. 


USCSOM  students  receiving  scholarships  were: 

MUSC  students  receiving  scholarships  were: 

Paula  R.  Hayes 

Jennifer  Lynn  Harper 

Michael  Lee  Nunnery 

John  Tompkins  Ramey 

Clint  Thurmond  Seymour 

Angela  C,  Gore 

Levette  Nicole  Dunbar 

James  A.  Loging 

John  Mark  Wessinger 

Randall  Nix  Goodroe 

Ann  Elizabeth  Rawlings 

Weirong  Connie  Ding 

Mary  Heather  Shealy 

Odette  Margit  Houghton 

Adam  Ray  Easterling 

Keidre  LaShonda  Jenkins 

Nelly  Frances  Welsch 
Julia  Patricia  Iannini 

Other  Foundation  Scholarships  given  were: 

1999-2000  Research  Scholarship  ($2,000) 

Lexington  Medical  Association  Scholarship 

Julia  Patricia  Iannini  (MUSC) 

($2,000) 

Christie  Pees  Thomas  (MUSC) 

Conway  Hospital  Medical  Staff  Scholarship 
($2,500) 

Pickens  County  Medical  Society  Scholarship 

Jennifer  Lynn  Harper  (MUSC) 

($3,000) 

Daniel  Bascom  Ward  (USCSOM) 

Cardiology  Consultants  of  Spartanburg  Schol- 
arship ($1,000) 

Dr.’s  Swift  and  Susanne  Black  Scholarship 

Emily  Ann  Ellis  (MUSC) 

($1,000) 

John  Tompkins  Ramey  (MUSC) 

Greenville  County  Medical  Society  Scholarship 
($3,000) 

Bronwen  Elizabeth  Sanderson  (USCSOM) 
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M.  Gordon  Howie,  MD  Scholarship  (3@  $2,000  each) 

Brian  Wells  Shelley  (USCSOM) 

Joel  Fuller  Vaughan  (MUSC) 

Matthew  Everett  Bryan  (MUSC) 

The  SCMAA  began  a fundraiser  last  summer,  led  by  immediate  past  president  Alexis  Alia  (Mrs. 
Richard  T.),  to  increase  scholarship  funding  to  medical  students.  SCMAA  annually  budgets  $6,500  for 
scholarships  and  with  cooperation  from  each  county  alliance/auxiliary,  Rx  Du  Jour , a cookbook,  came 
into  existence  in  a matter  of  weeks.  Thanks  to  brisk  sales,  the  Alliance  was  able  to  add  an  additional 
$7,500  to  this  year’s  scholarship  fund.  This  additional  money  gave  four  very  deserving  medical  stu- 
dents scholarships.  A big  thank  you  to  each  county  alliance/auxiliary,  friends,  and  family  for  a job  well 
done. 

We  were  so  proud  to  represent  the  Alliance  and  show  the  “physicians  of  tomorrow”  our  financial 
support.  Unfortunately,  all  students  interviewed  did  not  receive  scholarships  and  remain  in  need  of 
financial  assistance.  Funds  raised  from  the  sale  of  cookbooks  for  the  1999-2000  year  will  go  into  the 
scholarship  fund  for  distribution  next  year.  If  you  don’t  have  a cookbook  and  want  one,  please  call  the 
SCMAA  office  at  (803)  798-6207,  ext.  232  and  place  your  order.  They  will  be  delighted  to  assist  you 
with  your  purchase.  They  make  wonderful  gifts  and  are  a fundraiser  the  physicians’  spouses  of  South 
Carolina  can  be  proud  of. 

Do  we  have  a responsibility  for  the  future  of  medicine  in  our  state?  After  serving  on  this  committee, 
our  answer  is  yes.  We  need  to  provide  the  means  to  help  these  students  become  the  physicians  of 
tomorrow  in  South  Carolina.  If  we  do  not  support  them  now,  can  we  expect  them  to  support  our  state  in 
the  future? 

At  the  close  of  the  scholarship  presentation,  Dr.  March  Seabrook,  president  of  the  SCMA  Founda- 
tion, challenged  these  gifted  students  to  one  day  sit  in  our  chairs  and  take  up  the  task  of  supporting 
medical  students  and  our  state,  by  becoming  a part  of  the  South  Carolina  Medical  Association. 

Winston  Churchill  once  said  “We  shape  our  dwellings  and  then  our  dwellings  shape  us.”  We  can  help 
the  future  of  medicine  in  South  Carolina  by  investing  in  those  students  who  will  change  medicine’s 
future  in  our  state  and  in  our  nation.  Contact  the  South  Carolina  Medical  Association  Foundation  to 
receive  more  information  about  the  scholarship  program.  Let’s  be  sure  to  do  our  part  today,  to  secure 
that  dwelling  place  of  tomorrow! 


Congratulations  to  our  winners: 

Jane  G.  Bottsford  (Mrs.  John  E.) 
Chairman,  SCMAA  Scholarship  Committee 

Carol  Rampey  (Mrs.  Stanley  A.) 
Co-Chairman,  SCMAA  Scholarship  Committee 

Alice  Caskey  (Mrs.  John  T.) 

1998-99  Chairman,  SCMAA  Scholarship  Committee 


Jane  G.  Bottsford  (Mrs.  John  E.) 

Chairman,  SCMAA  Scholarship  Committee 
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CHILD  AND  ADOLESCENT  PSYCHIA- 
TRY, DERMATOLOGY,  FAMILY  PRAC- 
TICE, ONCOLOGY,  OTOLARYNGOL- 
OGY: Practice  opportunities  exist  in  local 
medical  facilities  and  with  private  practice 
groups  in  Orangeburg  County  for  experienced 
practitioners  and  graduating  residents/fellows. 
All  positions  include  salary  or  minimum  net 
income  guarantee  and  a relocation  allowance. 
Located  at  the  junction  of  1-26  and  1-95, 35  min- 
utes to  Columbia  and  70  minutes  to  Charles- 
ton. Area  known  for  its  gardens,  golf,  hunting 
and  fishing  (Lake  Marion).  Achieve  financial 
success  in  a non-competitive  environment 
while  enjoying  a superior  quality  of  life.  Con- 
tact Dr.  Chermol,  The  Regional  Medical  Cen- 
ter at  (800)  866-6045. 

FOR  SALE:  Intoxilyzer  200  Breath  Alcohol 
Tester  and  Printer.  Operational  video,  manu- 
als, some  supplies  included.  $1100.  Please  call 
Ashlee  at  (803)  641-6651  or  649-2501. 

MEDICAL  BILLING  SERVICES:  Wright's 
Health  Care  Service , a complete  electronic  bill- 
ing service  designed  to  meet  all  your  medical 
billing  needs.  Contact  (803)  788-0903  for  a per- 
sonal analysis  of  your  practice. 

MEDICAL  OFFICE  BUILDING:  2100  sq 
ft.,  vicinity  of  Palmetto  Richland  Memorial. 
Sale  125K  or  lease  possible.  Call  (803)  788- 
0138. 


MEDICAL 

EQUIPMENT  LEASING 


We  Want  to  Make  a 
Difference  in  Your  Business! 

Quick  Response 
Competitive  Rates 
100%  Financing 
Save  Working  Capital 
Preserve  Bank  Lines 
Avoid  Obsolescence 
Local  Service 
Compu  ters/Furniture 
Flexible  Terms  to  72  M 
Special  Financing 

Carolina  Leasing 

& Financial  Services  Corporation 
104  Harmon  St.  Lexington,  S.C.  29072 
803-356-4720  800-837-3431 
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Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


—I 


Do  you  own  tax-deferred  annuities  that 
you  will  not  spend  during  your  lifetime? 
Tax  deferred  annuities  are  not  the  best 
asset  to  own  at  death  because  they  are 
subject  to  both  estate  and  income  taxes. 
The  after-tax  amount  that  your 
beneficiaries  receive  will  be  substantially 
diminished  by  these  taxes. 

The  full  value  of  the  annuity  will  be 
included  in  your  gross  estate  for  estate 
tax  purposes.  Any  gain  in  the  annuity 
will  be  subject  to  income  tax  because 
annuity  cash  values  do  not  get  a 
stepped-up  basis  at  death.  The  result  is 
that  your  heirs  may  receive  only  $.35  to 
$.40  for  each  annuity  dollar  because  the 
balance  will  go  to  taxes. 


Here’s  an  example: 


DESCRIPTION 

AMOUNT 

0/ 

/o 

Value  of  Annuity 

$500,000 

100% 

Estate  Tax 

$245,000 

49% 

Income  Tax 

$54,250 

11% 

Received  by  Heirs 

$200,750 

40% 

The  above  example  shows  the  taxes 
attributable  to  an  annuity  for  a ohysician 
whose  home,  insurance,  qu^  ;ed  plans, 
and  other  assets  total  $2,000,000.  Her 
tax  deferred  annuity,  for  which  she 
invested  $100,000,  is  worth  $500,000  at 
her  death.  She  does  not  have  a 
surviving  spouse  so  her  children  are  the 
beneficiaries  of  her  annuity.  Her 
children  are  in  the  35%  income  tax 
bracket. 


This  physician  did  not  need  her  annuity 
for  retirement  benefits  because  her 
retirement  plan  provided  adequate 
income.  With  proper  planning,  she 
could  have  taken  steps  that  would  have 
resulted  in  far  more  money  passing  to 
her  heirs  with  no  loss  of  income  or 
security  to  her. 


If  you  and  your  spouse  own  deferred 
annuities  that  you  never  intend  to  spend 
during  your  lifetimes  and  would  like  this 
benefit  to  go  to  your  heirs  rather  than  to 
taxes,  return  this  form  for  additional 
information. 


Carolina  Physicians  Advisory  Service 
PO  Box  688 

Columbia  SC  29202-0688 

Name 

Street 

City State  Zip 

T elephone 

Tax  Confiscation  of  Deferred  Annuities 


Views  expressed  herein  are  those  of  the  authors  and  in  no  way  represent  SCMA.  We  do  not  give  tax  advice.  Only  your 
attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community . 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


You  respond  to  them 
You  support  them. 
You  fight 
for  them. 


The  AMA  responds, 
supports  ana  fights 
for  you. 

Everyday,  you  help  ease  suffering,  heal  patients  and  save 
lives.  It  is  an  ennobling  calling.  The  AMA  shares 
your  values.  Your  patients’  health  is  our  highest  priority, 
too.  As  the  world’s  preeminent  medical  organization,  our 
300,000  member  physicians  work  together  for  the  benefit 
of  all  Americans.  We  speak  out  on  behalf  of  patients  and 
physicians  with  a single,  powerful  voice.  We  advance  the 
art  and  science  of  medicine.  We  promote  ethical,  educa- 
tional and  clinical  standards  for  the  profession.  We  are 
partners  in  a lifelong  crusade.  When  you  become 
an  AMA  member,  you  are  expressing  your  commitment  to 
patients,  to  the  profession,  and  to  resolving  the  great 
health  care  issues  of  our  time.  Join  us  now.  Call  your  coun- 
ty or  state  medical  society  or  AMA  at  800  AMA-32 1 1. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Together,  we  are  the  profession. 


fox  menDows 


S O F-TWAR  E 


Practice  Clinical 

Management  System 

‘P/CMS’ 


free-text-mode  print-and-save  signature 


what-can-l-do 


Whether  it  be  their  smiling  faces  or  pictures 
and  images  that  provide  an  all  encompassing 
assessment  of  their  medical  records  and 
history,  Fox  Meadows  ‘P/CMS’  makes  it  all 
accessible  at  the  touch  of  a button. 


Speak  to  your  computer  and  save  time,  monthly 
transcription  fees,  and  errors  and  omissions.  Do 
Chart  Notes  using  Lernout  & Hauspies  voice 
recognition  system  and  medical  dictionary. 
Lernout  & Hauspie  is  one  of  the  premier  providers 
of  voice  recognition  technologies  and  is  a valued 
business  alliance  of  Fox  Meadows. 


Using  easily  accessible  & maintainable 
industry  standards  such  as  Microsoft 
Windows  and  FoxPro  DBMS,  Fox 
Meadows  has  a suite  of  ready  to  use 
application  software  to  run  any  and  all 
aspects  of  a medical  or  clinical  practice. 
The  system  can  easily  be  customized 
providing  immediate  results. 


/ Clinical  Reporter  - User:jo  pcare 


File  Edit  View  Sections  Dictation  Help 


rTiT^l 

< discrete)  CTRL+ALT  turns  microphone  on  I 


Plan  Signature 
Section|  Section  | 

Patient  Info  Subjective]  Past  HistorJ  Objective]  Assessment] 
Section  J Section  | Section  | Section  | Section 


Say  "Patient  Name".  PATIENT  NAME 
Patient  ID  or  Chart  Number?  PATIENT  ID 
Say  "SSN".  SSN 

Say  "Date  of  Birth".  DATE  OF  BIRTH 

Say  "Insurance".  INSUF?ANCE 

Say  "Demographics"  DEMOGRAPHICS 


new-report  | detete-that  | omit -this  | 

next-item  (take-the-default)  | take-det&Jts 

demographics 
Patient  Information 
patient  name 
patient  data 
chart  number 
date  of  birth 
patient  ID 
demographics 
visit  date 
SSN 

Social  Security  Number 
insurance 

secondary  insurance  . 
interconnect  commands 
Sections 
Variable  Setup 
commands 


What  Can  I Sav 


P/ CMS  Software  includes: 

A/R  management,  appointment  scheduler,  diary  notes,  Y2K  ready,  electronic  claims  & 
statements,  supports  primary,  secondary,  tertiary,  Worker’s  Comp.  & auto,  insurance.  System 
includes  Medicare  correct  coding  initiative  (CCI)  & evaluation  management  edits. 


DOLL 


Fox  Meadows  Software  LTD. 

800  754-7213  or  803  736-8000 
www.foxmeadows.com 
* Call  for  our  free  multi-media  demo  CD  * 
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VOLUME  95  PROMOTING  PHYSICAL  ACTIVITY  AMONG 

NUMBER  7 IRREGULARLY  ACTIVE  SOUTH  CAROLINIANS 

JULY  1999  EARLY  CLINICAL  EXPERIENCES  FOR  MEDICAL 

PAGES  249-286  STUDENTS 


PANIC  DISORDER  IN  PRIMARY  CARE 


Practice  Clinical 

Management  System 

‘P/CMS’ 


Whether  it  be  their  smiling  faces  or  pictures 
and  images  that  provide  an  all  encompassing 
assessment  of  their  medical  records  and 
history,  Fox  Meadows  ‘P/CMS’  makes  it  all 
accessible  at  the  touch  of  a button. 


/■  Clinical  Reporter  - Usenjo  pcare 


File  Edit  View  Sections  Dictation  Help 


Using  easily  accessible  & maintainable 
industry  standards  such  as  Microsoft 
Windows  and  FoxPro  DBMS,  Fox 
Meadows  has  a suite  of  ready  to  use 
application  software  to  run  any  and  all 
aspects  of  a medical  or  clinical  practice. 
The  system  can  easily  be  customized 
providing  immediate  results. 


< discrete)  CTRL+ALT  turns  microphone  on 


Subjective 

Section 

Past  HistorJ  Objective]  Assessment] 
Section  Section  Section 

Say  "Patient  Name".  PATIENT  NAME 
Patient  ID  or  Chart  Number?  PATIENT  ID 
Say  "SSN".  SSN 

Say  "Date  of  Birth"  DATE  OF  BIRTH 

Say  "Insurance".  INSURANCE 

Say  "Demographics".  DEMOGRAPHICS 


■***•  1 H^l 

What  Can  1 Say 

new-report  | delete-that  | omit-this  | 

next-item  (take-the-default)  | take-defaults 

free-text-mode  | print-and-save  | signature 

what-can-l-do  | 

demographics 
Palienl  Information 
patient  name 
patient  data 
chart  number 
date  of  birth 
patient  ID 
demographics 
visit  date 
SSN 

Social  Security  Number 
insurance 

secondary  insurance 
interconnect  commands 
Sections 
Variable  Setup 
commands 


Speak  to  your  computer  and  save  time,  monthly 
transcription  fees,  and  errors  and  omissions.  Do 
Chart  Notes  using  Lernout  & Hauspies  voice 
recognition  system  and  medical  dictionary. 
Lernout  & Hauspie  is  one  of  the  premier  providers 
of  voice  recognition  technologies  and  is  a valued 
business  alliance  of  Fox  Meadows. 

P/CMS  Software  includes: 

A/R  management,  appointment  scheduler,  diary  notes,  Y2K  ready,  electronic  claims  & 
statements,  supports  primary,  secondary,  tertiary,  Worker’s  Comp.  & auto,  insurance.  System 
includes  Medicare  correct  coding  initiative  (CCI)  & evaluation  management  edits. 


D 0LL 


Fox  Meadows  Software  LTD. 

800  754-7213  or  803  736-8000 
www.foxmeadows.com 
* Call  for  our  free  multi-media  demo  CD  * 


Lemout&  Hauspie 

VAR 


1999  LEGISLATIVE  SUMMARY 


The  South  Carolina  General  Assembly  ended  its 
1999  session  on  Thursday,  June  3,  1999.  The 
SCMA  enjoyed  a successful  but  tough  year.  Al- 
though the  session  was  dominated  by  the  glitz  of 
gambling  and  the  promise  of  improvements  in  edu- 
cation, numerous  bills  affecting  South  Carolina 
physicians  were  introduced. 

The  SCMA’s  Interspecialty  Council  had  its  busi- 
est year  since  inception.  A total  of  82  bills  were 
brought  before  the  council  for  a determination 
about  the  action  SCMA  should  take.  We  are  grate- 
ful to  the  physicians  who  served  on  this  vital  com- 
mittee, often  meeting  three  times  per  month  during 
the  legislative  season. 

The  SCMA  legislative  agenda  was  marred  only  by 
the  failure  of  the  SC  Senate  to  pass  H.  3403,  Rep. 
Alf  Robinson,  Republican-Pickens.  This  bill  re- 
duces the  interest  one  must  pay  on  a legal  judg- 
ment while  the  case  is  on  appeal.  Currently,  state 
law  sets  this  rate  at  14  percent.  The  SCMA,  in  a 
coalition  with  the  SC  Chamber  of  Commerce,  the 
SC  Manufacturers  Alliance,  and  other  major  busi- 
ness groups,  advocated  changing  this  rate  to  ten 
percent.  H.3403  dropped  the  rate  to  ten  percent. 
The  SC  House  passed  the  bill  without  objection 
and  sent  the  bill  to  the  Senate.  The  Senate  recalled 
the  bill  from  the  Banking  & Insurance  Committee 
and  placed  the  bill  on  the  calendar  with  two  weeks 
left  in  the  session.  Although  the  SC  Trial  Lawyers 
Association  had  agreed  on  the  ten  percent  com- 
promise, individual  trial  lawyers  began  contacting 
Senators  and  the  bill  was  held  on  the  Senate  Cal- 
endar. The  bill  received  second  reading  with  two 
days  left  in  the  session,  but  we  were  unable  to  get 
the  five  Senators  who  continued  to  object  to  the 
bill  to  relent.  The  bill  is  still  up  for  third  reading  when 
the  legislature  returns  in  January  2000,  and  passage 
as  soon  as  possible  will  be  the  SCMA’s  number  one 
priority. 

On  the  positive  side,  a freshman  legislator,  Rep. 
Joel  Lourie,  Democrat-Richland  successfully 
guided  his  first  piece  of  legislation  through  both 
houses.  His  bill,  H.3498,  makes  it  a crime  for  any 
person  or  other  entity  to  release  data  matching  a 
patient  with  prescription  information  without  the 


patient’s  consent.  South  Carolina  is  the  first  state 
to  pass  such  a measure,  and  Rep.  Lourie  is  to  be 
congratulated  on  his  efforts  to  protect  patient  pri- 
vacy and  the  primacy  of  the  physician-patient  re- 
lationship. 

S.7,  the  “Rad-Tech”  bill,  Sen.  Linda  Short,  Demo- 
crat-Chester,  also  passed  both  houses  this  year.  This 
bill  requires  every  person  who  operates  x-ray  ma- 
chinery in  the  health  care  setting  to  be  certified  by 
a non-profit  organization,  the  SC  Radiation  Qual- 
ity Standards  Association.  This  organization  will 
be  composed  of  representatives  of  all  parties  af- 
fected by  this  law,  including  family  practice,  radi- 
ology, and  the  SCMA.  The  remarkable  issue  in  this 
legislation  is  that  quality  of  care  will  be  addressed 
by  the  persons  who  employ  radiographers  and  teach 
radiation  technology  without  the  requirement  of 
dealing  with  a governmental  licensing  agency. 
Many  radiographers  currently  practicing  will  be 
grandfathered  under  this  law. 

H.  3036,  Representative  Campsen,  Republican- 
Charleston,  would  have  banned  cloning  of  human 
beings.  Several  physicians  testified  in  hearings 
before  the  House  Judiciary  subcommittee  on  the 
bill.  It  became  apparent  that  the  bill’s  intent  is  also 
to  forbid  the  use  of  any  stem  cells  from  a human 
embryo.  The  bill  is  still  in  subcommittee  and  will 
likely  be  debated  again  next  year. 

H.  3169,  Representative  Joe  Brown,  Democrat- 
Richland,  would  have  required  all  pregnant  women 
to  be  offered  an  HIV  test  in  an  effort  to  reduce  the 
vertical  transmission  of  HIV.  If  the  woman  refused 
the  test,  or  if  the  newborn’s  HIV  status  was  un- 
known at  delivery,  the  newborn  could  have  been 
tested  stat  without  the  mother’s  consent.  The  bill 
was  tabled  by  the  House  3M  subcommittee. 

H.  3240,  Representative  Bill  Bowers,  Democrat- 
Hampton  would  remove  the  current  prohibition  on 
podiatrists  from  amputating  toes.  The  SC  Ortho- 
paedic Association  provided  excellent  testimony 
in  a series  of  hearings  before  the  House  3M  sub- 
committee and  the  bill  was  successfully  carried 
over  without  action  being  taken. 


S.200,  Senator  Verne  Smith,  Democrat-Greenville, 
would  eliminate  the  current  Patient’s  Compensa- 
tion Fund  Board  of  Directors  and  turn  the  fund  over 
to  the  SC  Department  of  Insurance.  SCMA  opposed 
the  bill,  and  a hearing  was  never  held  on  the  bill. 
The  Legislative  Audit  Council  will  conduct  an  au- 
dit of  the  agency  during  the  summer  of  1999  and  a 
report  will  be  made  back  to  the  legislature. 

S.  388,  Senator  Larry  Martin,  Republican-Pickens, 
requires  gunshot  wounds  treated  in  the  ER  to  be 
reported  to  law  enforcement  authorities.  This  bill 
passed  both  houses  and  has  been  sent  to  the  Gov- 
ernor for  his  signature. 

S.  562,  Senator  Tom  Moore,  Democrat- Aiken,  re- 
quires all  radiation  therapy  facilities  to  acquire  a 
CON  for  construction  and  implementation.  The  bill 
passed  both  houses  and  has  been  signed  by  the  Gov- 
ernor. 

S.  728,  Committee  bill,  Senate  Medical  Affairs 
Committee  provides  limited  immunity  for  physi- 
cians who  prescribe  automatic  external  defibrilla- 
tor devices.  The  bill  passed  both  houses  and  has 
been  sent  to  the  Governor  for  approval. 


Several  new  bills  were  introduced  at  the  end  of  the 
session.  These  bills  will  not  have  a hearing  until 
the  next  legislative  session  begins  in  January  2000. 
There  is  a House  bill  H.4203  that  requires  a mother 
to  report  a fetal  death  to  DHEC  if  the  fetal  death 
occurred  outside  of  an  institution  and  unattended 
by  a physician.  Rep.  Pinckney  has  introduced  H. 
4212  which  would  enact  the  “Children’s  Health 
Act”,  which  creates  the  Children’s  Medical  Ser- 
vices Program  to  provide  children  with  special 
health  care  needs  and  a comprehensive  managed 
system  of  care. 

On  the  Senate  side,  there  is  a new  bill  S.  836  that 
would  make  it  illegal  to  sell  over  the  counter  weight 
loss  pills,  or  distribute  samples  of  such  pills  to  an 
individual  under  the  age  of  21.  Senator  Glenn 
McConnell  has  introduced  a bill  that  would  endow 
an  enrollee  of  an  HMO  with  the  right  to  sue  the 
HMO  for  damages  for  refusal  to  allow  treatment 
or  payment  or  both,  with  respect  to  services  or  cov- 
erage. Sen.  McGill  of  Williamsburg  County  has 
introduced  a bill  that  would  establish  a SC  Youth 
Smoking  Prevention  Commission. 


During  the  Legislative  Session,  look  for  a weekly 
update  of  bill  activity  on  the  SCMA’s  website, 

www.scmanet.ora. 
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The  work  I have  done  in  the  SCMA  over  these  past  seventeen  years  has  been  for  the  improvement  of  healthcare  in  this 
state,  for  both  physicians  and  patients.  There  are  never  enough  physicians,  especially  young  physicians,  who  will  step 
forward  to  do  this  work  so,  it  falls  on  the  shoulders  of  a few  of  us.  And,  most  often  it  is  thankless  work.  However,  those 
of  us  who  do  take  leadership  roles  do  so  not  for  the  “thanks,”  but  for  the  betterment  of  the  work  environment  for  fellow 
physicians  and  patients.  The  same  was  true  when  I served  my  fellow  physicians  as  President  of  the  South  Carolina 
Academy  of  Family  Physicians  in  1994-95. 

In  my  role  as  the  director  of  a residency  program,  I have  tried  to  be  a role  model  for  the  young  physicians  as  they  come 
for  their  training.  However,  no  one  ever  knows  what  impact  his  or  her  efforts  have  on  others.  There  are  times  when  I see 
things  happen  or  hear  about  the  way  a situation  was  or  wasn’t  resolved  properly  that  cause  me  to  stop  and  wonder — 
what  effect  am  I having?  At  times  I feel,  as  do  others,  that  nobody  is  watching  what  we  try  to  role  model.  Nobody  is 
listening  to  what  we  say  and  more  importantly,  how  we  say  it! 

Recently,  I was  made  aware  of  a patient  issue  (as  told  to  me  by  the  patient)  that  occurred  in  a physician’s  office.  This 
particular  patient  had  fallen  on  very  hard  times — single  mom,  raising  three  children  with  only  a part-time  job  and  no 
group  insurance.  She  had  to  go  on  Medicaid  for  the  time  being  just  to  survive.  She  was  sent  to  the  office  of  a consulting 
physician  twice  but  did  not  see  the  doctor  on  her  first  visit.  On  her  second  visit,  small  innuendoes  and  remarks  by  the 
staff  about  her  “insurance”  as  well  as  other  items,  embarrassed  her.  As  the  physician  moved  between  exam  rooms,  she 
asked  when  she  was  to  be  seen,  simply  wishing  to  make  a case  for  the  fact  that  this  was  her  second  trip  away  from  her 
job  and  she  had  been  waiting  an  inordinate  amount  of  time.  A staff  member  quickly  and  angrily  chastised  the  patient 
and  she  was  reduced  to  tears.  She  appropriately  left  the  office. 

I trust  this  type  of  situation  never  happens  in  your  office!  However,  unless  the  physician  leader  lays  out  his/her  expec- 
tations about  how  patients  are  to  be  treated,  IT  JUST  WON’T  HAPPEN  BY  ITSELF.  Maybe  you  too  try  to  be  a positive 
role  model  but  oftentimes,  this  is  not  enough! 

This  brings  me  back  to  my  beginning.  What  else  can  I do  to  make  this  a better  place?  How  can  I make  this  a better 
environment  for  physicians  and  patients  alike?  I beg  of  you,  if  you  have  read  this  far,  look  at  yourselves  and  your  staff. 
See  how  patients  in  your  office  are  treated.  See  how  your  staff  treats  each  other.  No,  not  medically  treated  but  treated 
as  human  beings.  If  things  are  not  right,  correct  them.  If  there  are  things  to  be  improved,  improve  them.  Don’t  leave  this 
to  your  staff  to  do;  you  must  be  the  one  to  take  the  leadership  role. 

Remember  what  Warren  Bennis  said  in  his  book,  Leaders:  The  Strategies  for  Taking  Charge — “Managers  do  things 
right,  leaders  do  the  right  things.”  ^ 


William  H.  Hester,  M.  D. 
President 


Volume  95  • July  1999 


251 


Volume  95 
July  1999 
Number  7 


$ 

OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


Contents 

Original  Scientific  Articles 

257  Promoting  Physical  Activity  Among 

Irregularly  Active  South  Carolinians: 

BRFSS  1994-1996 

Barbara  E.  Ainsworth,  Ph.D.,  MPH;  Lynda  B. 

Ransdell,  Ph.D;  Melicia  C.  Whitt,  MS;  Youjie 
Huang,  Ph.D;  Fran  C.  Wheeler,  Ph.D.;  Dennis 
Shepard,  MAT 

262  South  Carolina  Physicians  Provide  Early 

Clinical  Experiences  for  Medical  Students 

Imogene  K.  Smith,  Ed.D;  Melissa  H.  Hunter, 

M.D;  M.  Kathleen  Wiley,  M.D. 

266  Healing  the  Overactive  Alarm  Bell:  The 
Treatment  of  Panic  Disorder  in  Primary 
Care 

Dean  Schuyler,  M.D. 


Special  Articles 

269  Report  of  the  SCMA  Delegation  to  the 
AMA  Annual  Meeting 

Walter  J.  Roberts,  Jr.,  M.D. 


Editorials 

273  Assisted  Suicide,  A Year  Later,  Still  a 
Mistake 

Mark  A.  O’Rourke,  M.  D. 

275  The  Coward’s  Amygdala 

Charles  S.  Bryan,  M.  D. 

Features 

283  Alliance  Page 

284  Classifieds 

279  Letters  to  the  Editor 

278  On  the  Cover 

251  President’s  Page 

Association 

285  Gray  Matter 

253  SCMA  Newsletter 


THE  JOURNAL  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION  (ISSN  0038-3 1 39)  - Published  monthly  by  the  South  Carolina 
Medical  Association  business  office:  3210  Femandina  Road,  Columbia,  SC  29210.  Mailing  Address:  P.  O.  Box  11188  Capitol  Station.  Colum- 
bia, SC  29211. 

(C) 

Copyright^  1999  by  the  South  Carolina  Medical  Association.  All  rights  reserved.  The  views  expressed  in  this  publication  are  those  of  the  writers 
and  do  not  necessarily  reflect  the  opinions  of  the  South  Carolina  Medical  Association. 


Subscription  price  to  non-members  $25.00.  SCMA  members’  subscription  cost  ($15.00)  included  with  payment  of  annual  dues.  Periodicals  postage 
paid  at  Columbia,  SC.  POSTMASTER:  Send  address  changes  to  The  Journal  of  the  South  Carolina  Medical  Association,  P.  O.  Box  11188, 
Columbia,  SC  2921 1 


EDITOR 

Charles  S.  Bryan,  M.D.,  Columbia 

EDITORIAL  BOARD 

Edward  E.  Kimbrough,  M.D.,  Columbia, 
Editor  Emeritus 

Jeff  Z.  Brooker,  M.D.,  Columbia 
Edgar  O.  Horger,  III,  M.D.,  Columbia 
Leslie  W.  Howard,  Jr.,  M.D.,  Spartanburg 
Colin  W.  Howden,  M.D.,  Columbia 
William  H.  Hunter,  M.D.,  Clemson 
E.  Carwile  LeRoy,  M.D.,  Charleston 
Robert  N.  Milling,  M.D.,  Columbia 
E.  Conyers  O’Bryan,  Jr.,  M.D.,  Florence 
J.  David  Osguthorpe,  M.D.,  Charleston 
Robert  M.  Sade,  M.D.,  Charleston 
Timothy  J.  Spurling,  M.D.,  Florence 
Charles  N.  Still,  M.D.,  Columbia 
Hunter  R.  Stokes,  M.D.,  Florence 
W.  Curtis  Worthington,  Jr.,  M.D. .Charleston 


MANAGING  EDITOR 

Dana  Kickey 

SCMA  OFFICERS 

William  H.  Hester,  M.D.,  President 

Roger  A.  Gaddy,  M.D..  President-Elect 

J.  Capers  Hiott,  M.D.,  Treasurer 

Robert  M.  Sade,  M.D.,  Speaker  of  the  House 

Andrew  J.  Pate,  Vice  Speaker  of  the  House 

Stephen  A.  Imbeau,  M.D,  Immediate  Past  President 

TRUSTEES 

Patrick  J.  Kelly,  M.D.,  First  District 
Oswald  J.  Mikell,  M.D.,  First  District 
Gerald  A.  Wilson,  M.D.,  Second  District 
James  J.  Hill,  Jr.,  M.D.,  Second  District 
Julius  L.  Leary,  Jr.,  Third  District 
John  P.  Evans,  M.D.,  Fourth  District  and 
Executive  Committee  Member  at  Large 
Boyce  Tollison,  M.D.,  Fourth  District  and 
Vice  Chairman  of  the  Board 
R.  Duren  Johnson,  Jr.,  M.D.,  Fifth  District 
and  Chairman  of  the  Board 


Kenneth  L.  DeHart,  M.D.,  Sixth  District 
William  N.  Boulware,  M.D.,  Sixth  District 
Gerald  E.  Harmon,  M.D..  Seventh  District 
Ben  C.  Pendarvis,  M.D.,  Eighth  District 
Timothy  S.  Llewelyn,  M.D.,  Ninth  District 
James  N.  Mock,  M.D.,  Young 
Physicians  Section  and  Clerk 
Randolph  D.  Smoak,  Jr.,  M.D.,  AMA  Trustee 

DELEGATES  TO  THE  AMA 

Walter  J.  Roberts,  Jr.,  M.D.,  Delegate 
Daniel  W.  Brake,  M.D.,  Delegate 
J.  Chris  Hawk,  III,  M.D.,  Delegate 
Roger  A.  Gaddy,  M.D.,  Delegate 
J.  Capers  Hiott,  M.D.,  Alternate 
Carol  S.  Nichols,  M.D.,  Alternate 

R.  Duren  Johnson,  Jr.,  M.D.,  Alternate 

S.  Nelson  Weston,  M.D.,  Alternate 

CHIEF  EXECUTIVE  OFFICER 

Mr.  William  F.  Mahon 


252 


The  Journal  of  the  South  Carolina  Medical  Association 


SCMA  NEWSLETTER 

A PUBLICATION  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

Dana  Kickey,  Editor 

(803)  798-6207,  in  Columbia  • (800)  327-1021,  statewide 
Visit  our  website:  www.scmanetorg 


July  1999 

MEDICAID  UPDATE  ~ 


Clarification  on  Reimbursement  Policy  for  Medicare/ 
Medicaid  Recipients 

The  January  11,  1999,  Medicaid  Bulletin,  which  outlined 
the  reimbursement  policy  for  dually  eligible  recipients, 
applies  to  non-covered  charges  due  to  medical  necessity 
based  on  Medicare  Local  Medical  Review  Policies 
(LMRP).  If  Medicare  has  a LMRP  in  which  the  service 
or  test  is  considered  not  medically  necessary,  then  Med- 
icaid will  not  pay  the  deductible  and  coinsurance  for  these 
non-covered  charges. 

The  notice  of  non-coverage  by  Medicare  to  notify  pa- 
tients that  the  service  (s)  is  not  covered  may  also  serve  as 
the  notification  to  the  patient  that  Medicaid  will  not  cover 
the  service.  If  the  patient  is  given  advance  notice  of  non- 
coverage then  the  patient  may  be  billed  for  the  non-cov- 
ered charges. 


New  Telephone  and  Fax  Numbers 

Effective  May  3,  1999,  the  phone  and  fax  numbers  for 
the  South  Carolina  Department  of  Health  and  Human 
Services  were  changed.  Of  particular  interest  to  you  are 
the  new  numbers  for  the  Division  of  Preventive  Care, 
which  oversees  the  following  programs: 

Medicaid  Title  XIX  Transportation,  Medicaid  Rehabili- 
tative Therapy  Services,  Dental,  Vision,  Chiropractic, 
Ambulance,  Early  Intervention,  Sickle  Cell,  Diabetes 
Education,  Genetics,  School  for  the  Deaf  and  Blind  and 
Commission  for  the  Blind  Case  Management,  Applied 
Behavior  Therapy,  and  the  Developmental  Evaluation 
Centers. 

The  New  Preventive  Care  Phone  Number  is  (803)  898- 
2655  and  replaces  (803)  253-6121.  The  New  Preventive 

(see  Medicaid , page  2) 


SCMA  REACTION  TO  AMA  HOUSE  OF  DELEGATES  VOTE  ON 

COLLECTIVE  BARGAINING 

On  June  23,  1999,  R.  Duren  Johnson,  MD,  Chairman  of  the  SCMA  Board,  issued  the  following  statement 
regarding  the  action  that  had  occurred  that  day  at  the  American  Medical  Association  s House  of  Delegates 
meeting: 

The  American  Medical  Association’s  (AMA)  House  of  Delegates  has  voted  to  immediately  implement  a na- 
tional labor  organization  under  the  National  Labor  Relations  Act  and  to  support  the  development  and  operation 
of  local  negotiating  units  as  an  option  for  employed  physicians  and  for  resident  and  fellow  physicians  who 
are  authorized  under  state  law  to  collectively  bargain.  In  addition,  the  AMA  was  directed  to  continue  to 
vigorously  support  antitrust  relief  for  physicians. 

This  action  clearly  demonstrates  the  frustration  that  physicians  are  experiencing  with  the  current  system  of 
managed  care  in  markets  that  are  dominated  by  large  insurers  who  seek  to  improve  their  bottom  line  and  please 
their  stockholders  at  the  expense  of  patients  and  physicians. 

The  keyword  is  option  and  each  member  organization  of  the  AMA  will  have  to  study  this  issue  and  determine 
what  course  is  best  for  their  state.  This  is  true  in  South  Carolina  and  the  Board  of  Trustees  of  the  South  Carolina 
Medical  Association  will  give  careful  consideration  to  this  issue  before  deciding  what  action  is  appropriate  for 
the  medical  profession  in  our  state. 

A full  discussion  of  this  issue  and  development  of  an  official  position  of  the  SCMA  is  scheduled  for  the  Wednes- 
day, July  28  SCMA  Board  meeting. 


SCMA  WORKSHOPS 


CODING  ISSUES  FOR  PRIMARY  CARE  PRACTICES 

August  5,  1999 

This  half-day  seminar  will  address  coding  issues  unique  to  primary  care  practices.  Medicare  and  commercial 
carrier  interpretations  will  be  discussed.  Actual  chart  notes  will  be  utilized  to  demonstrate  certain  issues. 
Attendees  will  be  given  practical,  workable  solutions  to  apply  in  their  practice  to  achieve  optimum  reimburse- 
ment while  meeting  all  regulatory  requirements.  Register  by  July  26,  1999. 

9:00  am.  - 12:00  p.m.;  Registration:  8:30  am. 

Columbia,  Clarion  Town  House  Hotel 


CODING  ISSUES  FOR  SURGICAL  PRACTICES 
August  5,  1999 

This  half-day  seminar  will  address  coding  issues  unique  to  surgical  practices.  Medicare  and  commercial 
carrier  interpretations  will  be  discussed.  Examples  of  operative  reports  will  be  utilized  to  demonstrate  certain 
issues.  Attendees  will  be  given  practical,  workable  solutions  to  apply  in  their  practice  to  achieve  optimum 
reimbursement  while  meeting  all  regulatory  requirements.  Register  by  July  26,  1999. 

1:00 pm.  - 4:00 p.m.:  Registration:  12:30 p.m. 

Columbia,  Clarion  Town  House  Hotel 


Space  in  each  workshop  is  limited,  so  be  sure  to  register  early.  If  you  have  any  questions,  please  contact 
Melissa  Hamby,  ext.  253,  at  798-6207  in  Columbia,  or  at  (800)  327-1021  statewide,  or  by  e-mail  at 
melissa@scmanet.org. 


( Medicaid , continued  from  page  1) 

Care  Fax  Number  is  (803)  898-4501,  which  replaces 
(803)  253-7512.  Please  make  note  of  these  new  numbers 
and  begin  using  them  immediately.  Questions  regarding 
these  changes  may  be  directed  to  your  Medicaid  program 
representative  at  (803)  898-2655. 

As  a reminder,  changes  have  been  made  to  additional  tele- 
phone and  fax  numbers  within  DHHS.  These  changes 
were  originally  published  in  the  June  1999  issue  of  The 
Journal , but  are  being  reprinted  for  your  convenience. 


Physician  Services  Telephone 
Physician  Services  Fax 
Hospital  Services 
EPSDT 

DME  Equipment  & Pharmacy 
Provider  Enrollment 


(803)  898-2660 
(803)  898-2523 
(803)  898-2665 
(803)  898-2660 
(803)  898-2530 
(803)  788-7622, 
ext  41650 


AMA  ALERT 

200th  AMA  Annual  Meeting  Adjourns 

The  1999  Annual  Meeting 
of  AMA  ended  on  Thurs- 
day, June  24,  1999.  Dr. 

Randy  Smoak,  MD,  was 
elected  President-Elect  of 
the  organization— the  first 
South  Carolinian  to  ever 
hold  this  office!  Keith 
Borg  was  also  elected  as  a 
Delegate  to  the  AMA  Medical  Student  Section. 

The  House  of  Delegates  took  action  on  dozens  of 
resolutions,  ranging  from  private  sector  advocacy 
efforts  to  a new  policy  on  stem  cell  research.  Lead- 
ing the  news  was  the  House’s  decision  to  support 
the  formation  of  a national  negotiating  organization 
for  physicians.  For  a closer  look  at  the  meeting,  ref- 
erence Walter  J.  Roberts,  Jr.’s  Report  of  the  South 
Carolina  Delegation  included  in  this  issue  of  The 
Journal. 
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PHYSICIANS  CARE  NETWORK  UPDATE 


Currently,  there  are  8,199  participating  physician  locations,  898  participating  ancillary  locations  and  96  partici- 
pating hospitals.  PCN  has  123  contracted  groups  with  64.656  covered  lives.  We  will  continue  to  provide 
information  as  contracts  are  received. 


NEW  GROUPS: 

• Dempsey  & Associates;  effective  5/1/99 

• Dependable  Drum  Company; 
effective  7/1/99 

• Dudley  Electric;  effective  5/1/99 

• Dave  Edwards  Toyota;  effective  6/1/99 

• Cdenn  Lawn  Care;  effective  6/1/99 

• Intematioal  Pavillion;  effective  6/1/99 

• Kerr  Drug.  Inc.;  effective  5/1/99 

• Oak  Tree  Medical;  effective  5/1/99 

• Oconee  Urology,  PA;  effective  6/1/99 

• Para-Chem  Southern.  Inc.;  effective  8/1/99 

• Sheet  Metal  Workers  Local  Union  399; 
effective  7/1/99 

• Ray's  Vacuum  Center;  effective  5/1/99 

• Trotter  & Sons;  effective  5/1/99 


• Unclaimed  Furniture  of  Union;  effective  6/1/99 

• Tony  E.  Wilson;  effective  6/1/99 

TERMINATIONS: 

• Hames  Music;  effective  4/1/99 

• Transition  Management;  effective  3/31/99 

Note:  Effective  August  1 , 1999 . the  new  address  for  PCN 
claims  is:  PCN ; P.O.  Box  101111 , Columbia . SC  29211- 
1111 . 

If  you  have  questions  about  PCN.  please  contact  Judy 
Legg.  Network  Coordinator.  PCN  at  (80S)  798-6207, 
extension  257  or  statewide  at  1 - 800 7-1021 . You  can 
also  send  an  e-mail  message  to  iud\(a  scmanet.org. 


IS  YOUR  OFFICE  READY  FOR  Y2K? 


PMS1  can  help!  Let  us  come  into  your  office  and  review  your  computer  system  to  help  you  determine  whether  your 
office  can  handle  the  year  2000  bug.  This  kind  of  systems  analysis  is  key  to  a safe  transition  into  the  new  millenium. 
If  there  is  a problem,  let  us  help  you  discover  and  correct  it  before  the  bug  gets  you.  For  more  information . call 
Anne  Harvin  Gavin  at  (800)  327-1021 , extension  260 . 


CORRECTION 

In  the  May  1999  issue  of  the  SCMA  Newsletter,  | 
the  summary  of  Resolution  Number  F-6,  involv- 
ing the  Sale  of  Non-Health  Related  Goods  From  j 
Physicians  Offices,  was  not  complete. 

The  amended  resolution  was  approved,  then 
adopted  as  policy  by  the  House  of  Delegates, 
stating  that  the  SCMA  oppose  the  solicitation 
of  patients  in  the  medical  arena  to  participate  in 
pyramidal  distributorships  and  the  sale  of  non- 
health related  goods  in  the  practice  arena  ex- 
cept for  the  profit  of  community  organizations 
as  described  by  AM  A policy  E-8062.  The  sec- 
ond part  of  the  action  was  to  refer  it  to  the  SCMA 
Bioethics  (Medical  Ethics)  Committee  for  fur- 
ther development. 


DATE  CHANGE  FOR 
RISK  MANAGEMENT 
SEMINAR  FOR  NEW 
PHYSICIANS 

The  date  for  the  fall  Risk  Manage- 
ment Seminal-  for  New  Physicians 
will  be  held  Friday,  October  8, 
1999.  instead  of  the  previously  an- 
nounced date  of  October  22.  1999. 
There  will  be  a session  from  9 a.m.- 
12:00  p.m.  and  an  additional  seminar 
wall  be  held  from  1 :00  p.m. -4:00  p.m. 
For  more  information  or  to  register 
contact  Melissa  Hamby  at  (800)  327- 
1021,  ext.  253. 
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MEDICARE  UPDATE 


2000  Fee  Schedules  and  Pricing  Updates 

To  maintain  the  integrity  of  Y2K  validation  efforts  that 
will  occur  in  the  summer  and  fall  of  1999,  Medicare  will 
delay  the  implementation  of  the  fee  schedules  and  other 
annual  updates  listed  below. 

Palmetto  Government  Benefits  Administrators,  LLC  will 
hold  claims  with  dates  of  service  on  or  after  January  1, 
2000  until  the  first  production  cycle  after  January  16, 
2000.  The  period  of  time  that  claims  will  be  held  for  year 
2000  dates  of  service  will  count  toward  the  payment  floor* 
and  the  30-day  ceiling  for  paying  interest  on  clean  claims. 
PGBA  will  release  those  claims  being  held  and  process 
them  using  the  calendar  year  2000  fee  schedule.  Claims 
with  dates  of  service  prior  to  January  1,  2000  will  be 
processed  as  normal  using  the  fee  schedule  applicable 
for  that  date  of  service. 

*The  legislative  requirement  that  PGBA  delay  payment 
of  electronic  claims  for  13  days  and  paper  claims  for  27 
days. 

Fee  Schedules  and  Related  Annual  Updates 
to  be  Delayed 

All  Coinsurance  and  Deductibles 
Ambulatory  Surgical  Center  Update 
Claims  Processing  Timeliness  Interest  Rate 
Durable  Medical  Equipment  Prosthetics  and  Orthotics 
Fee  Schedule 

HCFA  Common  Procedure  Coding  System  Update 
(HCPCS) 

Inherent  Reasonableness  Update 
Laboratory  Fee  Schedule 
Medicare  Physician  Fee  Schedule 
Reasonable  Charge  Update  (Ambulance  Services, 
Certain  DME  Supplies,  Blood  Supplies/ 
Transfusion  Medicine) 

Screening  Mammograpny  Limit  Update 

The  dissemination  of  information  for  these  fee  schedules 
and  updates  will  continue  on  the  normal  schedule.  All 
activities  involved  with  the  participation  enrollment  pro- 
cess will  follow  the  normal  schedule  as  well. 

Medicare  Advisory  Subscription  Update 

Palmetto  Government  Benefits  Administrators,  LLC 


sends  one  Medicare  Advisory  per  physician  group.  They 
send  the  Medicare  Advisory  to  your  billing  address.  If 
you  want  additional  copies,  or  a copy  mailed  to  a differ- 
ent address,  you  must  subscribe  by  completing  an  order 
form  and  paying  the  $50.00  subscription  fee.  The  order 
form  is  on  Page  4 of  the  June  1999  Medicare  Advisory. 

Don’t  forget  you  can  access  the  Medicare  Advisory  free 
through  their  website  at  www.pgba.com.  After  access- 
ing PGBA’s  website,  just  click  on  Providers/Part  B Car- 
rier/Publications and  Information/ Advisories. 

Monitored  Anesthesia  Care  (MAC) 

Temporary  national  modifiers  have  been  established  to 
allow  monitored  anesthesia  care  (MAC)  for  complex, 
complicated  or  markedly  invasive  surgical  procedures  for 
at-risk  patients.  The  effective  date  for  implementation  and 
use  of  the  G8  and  G9  modifiers  was  July  1,  1999. 

G8  - monitored  anesthesia  care  for  deep,  complex, 
complicated,  or  markedly  invasive  surgical 
procedure 

G9  - monitored  anesthesia  care  for  patient  who  has 
history  of  severe  cardio-pulmonary  condition 
QS  - monitored  anesthesia  care  services  (not  specified 
above) 

Automatic  Defibrillators 

Medicare  covers  the  implantation  of  an  automatic  defibril- 
lator for  patients  who  have  a documented  episode  of  life- 
threatening  ventricular  tachyarrhythmia  or  cardiac  arrest 
not  associated  with  myocardial  infarction.  This  service 
has  been  covered  since  July  1,  1991. 

Effective  for  services  performed  on  or  after  July  1 , 1999, 
the  implantation  of  an  automatic  defibrillator  is  also  a 
covered  service  for  patients  with  the  following  conditions: 

1 . A documented  episode  of  cardiac  arrest  due  to 
ventricular  fibrillation  not  due  to  a transient  or 
reversible  cause 

2.  Ventricular  tachyarrhythmia,  either  spontaneous  or 
induced,  not  due  to  a transient  or  reversible  cause 

3.  Familial  or  inherited  conditions  with  a high  risk  of 
life-threatening  ventricular  tachyarrythmias  such  as 
long  QT  syndrome  or  hypertrophic  cardiomyopathy 
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INTRODUCTION 

Research  has  shown  that  participation  in  regular 
physical  activity  may  result  in  health  benefits  such 
as  decreased  mortality  rates,  decreased  risk  of  de- 
veloping cardiovascular  disease,  colon  cancer,  and 
non-insulin-dependent  diabetes  mellitus,  improved 
mental  health,  and  improved  health-related  qual- 
ity of  life.1  Regular  physical  activity  has  a favor- 
able effect  on  body  fat  distribution  and  also  is 
important  in  maintaining  normal  muscle  strength, 
joint  structure,  and  joint  function.  The  importance 
of  physical  activity  as  a health  promotion  strategy 
was  highlighted  in  1996,  when  the  Surgeon  Gen- 
eral released  the  landmark  report  titled:  “Physical 
Activity  and  Health.”1  The  main  message  of  the 
report  is  that  Americans  can  achieve  significant 
health  benefits  and  improved  quality  of  life  by  in- 
corporating moderate  physical  activity  into  their 
daily  lives.  The  Surgeon  General’s  report  builds 


* Address  correspondence  to  Dr.  Ainsworth  at 
Prevention  Research  Center,  USC  School  of  Public 
Health,  Columbia,  SC  29208. 


on  recommendations  adopted  in  1993  by  the  Cen- 
ters for  Disease  Control  and  Prevention  (CDC)  and 
the  American  College  of  Sports  Medicine  (ACSM) 
that  “all  adults  should  accumulate  30  minutes  or 
more  of  moderate  activity  on  most,  if  not  all,  days 
of  the  week.”2  Moderate  activity,  as  defined  in  the 
Surgeon  General’s  report,  encompasses  a wide 
variety  of  activities  including  gardening,  brisk 
walking,  home  repair,  and  recreational  sports. 
Thus,  30  minutes  of  moderate  physical  activity,  five 
days  per  week  is  a goal  that  should  be  achievable 
for  most  Americans. 

The  1994-1996  South  Carolina  Behavioral  Risk 
Factor  Surveillance  System  survey  (BRFSS)  was 
examined  to  identify  the  physical  activity  charac- 
teristics of  South  Carolina’s  adult  population.  This 
report  describes  the  physical  activity  patterns  of 
irregularly  active  adults  in  South  Carolina  in  order 
to  increase  physicians’  understanding  of  how  they 
can  help  to  improve  physical  activity  participation 
among  their  irregularly  active  patients. 
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Table  1.  Prevalence  of  irregular  activity  by  sex,  race,  and  age — South  Carolina 
BRFSS  1994-1996  (n=2,938) 


Low  frequency  and 
low  duration 
(n=l,880) 

Low  frequency 
(n=867) 

Low  duration 
(n=191) 

All 

30.1% 

15.3% 

3.3% 

Men 

White 

28.3% 

20.0% 

2.9% 

Nonwhite 

29.2% 

16.4% 

4.4% 

Women 

White 

32.9% 

12.3% 

3.7% 

Nonwhite 

28.3% 

11.2% 

2.3% 

Age  (years) 

18-44 

30.9% 

17.7% 

3.0% 

45+ 

29.0% 

12.1% 

3.7% 

METHODS 

The  BRFSS  is  an  ongoing  national  survey  that  asks 
respondents  about  their  health  behaviors,  includ- 
ing information  about  participation  in  physical  ac- 
tivity. The  survey  was  developed  by  the  CDC  to 
assist  state  health  departments  in  identifying  modi- 
fiable risk  factors.4  BRFSS  data  are  collected  from 
adults  age  1 8 years  and  older  using  random  digit 
dialing  sampling  to  conduct  phone  interviews.  Data 
from  a sub-sample  of  South  Carolina  residents  (n 
= 5,993)  who  participated  in  a telephone  interview 
between  1994  and  1996  were  analyzed  for  this  re- 
port. 

Physical  activity  status  was  determined  from  the 
respondent’s  reporting  of  the  two  most  common 
physical  activities  performed  during  the  past 
month.  The  recommended  amount  of  physical  ac- 
tivity is  > five  days  per  week  and _>  30  minutes  per 
session.  Irregular  physical  activity  status  was  de- 
fined as  participating  in  some  physical  activity,  but 
less  than  the  recommended  amount.  Irregular 
physical  activity  was  examined  further  to  deter- 
mine participation  patterns  by  race  and  sex  groups, 
with  race  categorized  as  White  (n  = 4,464)  and 
Nonwhite  (Nonwhite  = 1,529)  and  age  divided  into 


18-45  years  and  > 45  years.  Descriptive  analyses 
were  weighted  using  SUDAAN  statistical  software5 
to  account  for  the  complex  sampling  design. 

RESULTS 

Approximately  one  half  of  South  Carolinians  (48 
percent)  were  classified  as  irregularly  active,  while 
nearly  one  third  of  adults  were  completely  seden- 
tary. Less  than  one  fifth  of  adults  were  active  at 
recommended  levels.  Table  1 shows  physical  ac- 
tivity patterns  for  irregularly  active  South  Caro- 
linians by  sex,  race,  and  age.  Among  irregularly 
active  adults,  30  percent  did  not  meet  the  recom- 
mendation for  frequency  or  duration.  Adults  who 
did  not  meet  either  recommendation  reported  av- 
erages of  only  one  to  two  days  per  week  and  only 
twelve  minutes  per  day  of  activity.  Fifteen  per- 
cent met  the  recommendation  for  duration  but  not 
frequency.  Adults  who  did  not  meet  the  recom- 
mendation for  frequency  reported  an  average  of 
only  three  days  per  week  in  activity.  Three  per- 
cent met  the  recommendation  for  frequency  but  not 
duration.  Those  who  did  not  meet  the  recommen- 
dation for  duration  reported  averages  of  between 
16  and  20  minutes  of  activity  per  session.  Physi- 
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cal  activity  participation  patterns  varied  by  race  and 
sex. 

Figure  1 shows  the  most  common  types  of  ac- 
tivities reported  by  irregularly  active  adults.  The 
activities  performed  most  frequently  were  walk- 
ing, conditioning,  home/yard  work,  and  recre- 
ational activities.  Between  42  and  72  percent  of 
respondents  reported  walking  and  between  16  and 
28  percent  reported  conditioning  activities  as  their 
most  frequent  activities.  Walking  and  condition- 
ing were  the  most  prevalent  activities  among  Non- 
white men  and  White  and  Nonwhite  women,  with 
Nonwhite  women  participating  in  the  most  walk- 
ing (72  percent)  and  Nonwhite  men  participating 
in  the  most  conditioning  (30  percent).  Recreation, 
home/yard,  and  jogging  activities  were  reported 
less  frequently.  The  prevalence  of  these  activities 
is  similar  to  those  reported  on  the  BRFSS  among 
adults  in  other  states.1  Since  the  BRFSS  does  not 
ask  about  physical  activity  patterns  at  work,  car- 
ing for  children  and  others,  or  house  cleaning  and / 
or  home  maintenance  activities,  it  is  possible  that 


South  Carolinians  are  obtaining  additional  amounts 
of  activity  in  setting  that  are  not  assessed  on  the 
BRFSS  questionnaire.4 

DISCUSSION 

Provider-based  physical  activity  counseling  pro- 
grams can  help  prevent  chronic  diseases  and  dis- 
abilities among  patients  and  help  reduce  health  care 
costs  associated  with  sedentary  and  irregularly  ac- 
tive lifestyles.1,3  In  their  1994  paper,  Powell  and 
Blair  noted  that  if  everyone  in  the  United  States 
made  small  increases  in  physical  activity,  mortal- 
ity from  coronary  heart  disease,  colon  cancer,  and 
diabetes,  which  are  responsible  for  about  one-third 
of  all  deaths,  would  be  reduced  by  as  much  as 
30,000  - 35,000  deaths/year.9  In  South  Carolina,  it 
is  estimated  that  if  sedentary  and  irregularly  active 
adults  increased  their  physical  activity  to  the  lev- 
els recommended  by  the  Surgeon  General,  mortal- 
ity from  coronary  heart  disease  could  be  reduced 
by  as  much  as  21  percent.10  Thus,  reduced  mor- 
tality can  result  from  strategies  aimed  at  encour- 


Figure  1.  Activity  preferences  of  irregularly  active  South  Carolinians  by  race  and  sex 
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aging  sedentary  and  irregularly  active  adults  to  in- 
crease their  participation  in  moderate  activity  to  at 
least  30  minutes/day  on  at  least  five  days/week. 

Physicians  can  play  a vital  role  in  encouraging 
adults  to  engage  in  physical  activity  if  they  are 
aware  of  the  current  physical  activity  and  health 
practices  of  their  patients.  It  is  best  to  invest  health 
promotion  strategies  and  resources  in  those  per- 
sons who  are  most  likely  to  change  their  behavior 
patterns,  according  to  social  marketing  theory.3 
Adults  who  engage  in  some  physical  activity,  but 
not  on  a regular  basis,  are  more  likely  to  become 
regularly  active  than  those  adults  who  engage  in 
no  physical  activity. 

Several  studies  have  documented  the  effective- 
ness of  using  physician-based  counseling  to  in- 
crease physical  activity  in  patients.6, 7 One  of  the 
most  successful  health  care  provider-based  physi- 
cal activity  counseling  programs  is  Project  PACE 
(Patient-based  Assessment  and  Counseling  for  Ex- 
ercise). PACE  involves  three  to  five  minutes  of 
individualized  physician-patient  counseling  about 
the  importance  of  regular  exercise,  the  benefits  of 
moderate  activity,  and  concerns  about  injuries  or 
distress  caused  by  physical  activity.  Written  mate- 
rials about  the  benefits  of  physical  activity  are 
mailed  to  patients’  homes  within  a week  of  the  of- 
fice visit  and  patients  are  also  given  a ten-minute 
“booster”  phone  call  designed  to  answer  questions 
and  provide  motivation  for  regular  physical  activ- 
ity. In  experimental  studies  of  Project  PACE,  pa- 
tients in  counseling  intervention  groups  were  more 
active  in  walking  programs  as  compared  with  pa- 
tients in  non-counseling  control  groups  (37  min- 
utes/day vs.  seven  minutes/day  in  walking 
activities).  During  follow-up  physician  visits,  pa- 
tients who  received  PACE  training  were  more  regu- 
larly active  in  various  activities  as  compared  with 
control  group  of  patients  who  were  not  as  physi- 
cally active  (52  percent  vs.  12  percent,  respec- 
tively).7,8 

CONCLUSION 

Nearly  half  of  South  Carolinians  are  attempting  to 
be  physically  active,  but  they  continue  to  fall  short 
of  the  recommended  amount  of  activity  needed  to 
reduce  risks  for  chronic  diseases  and  disabilities. 
Physicians  can  reinforce  irregularly  physically  ac- 
tive patients  for  their  efforts  to  be  active  and  en- 


courage them  to  engage  in  physical  activity  more 
frequently  at  least  five  days  per  week  and/or  to 
perform  these  activities  for  at  least  30  minutes/day. 
Health  care  providers  have  a vital  role  in  ensuring 
that  their  patients  obtain  the  recommended  levels 
of  physical  activity,  which  can  make  a big  differ- 
ence in  the  patient’s  quality  of  life  and  burden  of 
disease. 
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SOUTH  CAROLINA  PHYSICIANS  PROVIDE  EARLY 
CLINICAL  EXPERIENCES  FOR  MEDICAL  STUDENTS 


IMOGENE  K.  SMITH,  Ed.D.* 
MELISSA  H.  HUNTER,  M.D. 
M.  KATHLEEN  WILEY,  MD 


Medical  students  across  the  United  States  are  wel- 
comed into  physician’s  offices  to  learn  about  the 
“real”  world  of  ambulatory  care  medicine  more  and 
more  frequently. 1 A contributing  factor  to  this  trend 
is  the  call  by  major  US  medical  education  organi- 
zations such  as  the  American  Association  of  Medi- 
cal Colleges  (AAMC)  to  ask  community  physicians 
to  contribute  to  the  education  of  medical  students.2 
To  be  most  relevant  for  the  next  century,  medical 
education  must  provide  a balance  between  hospi- 
tal-based, subspecialty  training,  and  community  - 
based,  primary  care  training.3  In  South  Carolina, 
medical  students  are  showing  up  in  physicians’ 
offices  as  novice  freshman  in  addition  to  more  ex- 
perienced third  and  fourth  year  students.  Early  clini- 
cal experiences  are  particularly  beneficial  for 
freshman  medical  students  because  they  gain  an 
appreciation  for  the  relevance  of  the  basic  sciences 
and  their  direct  application  to  the  clinical  problems 
of  patients.  Students  also  experience  the  diversity 
of  patient  problems  inherent  in  an  ambulatory  care 
practice  and  often  find  it  more  challenging  than 
they  had  previously  assumed. 

Description  of  an  early  clinical  experience 

In  one  program  at  the  Medical  University  of  South 
Carolina,  the  Parallel  Curriculum  (PC),  medical 
students  spend  three  to  five  half  days  per  week  in  a 
family  medicine,  internal  medicine  or  other  pri- 
mary care  practice  for  six  weeks  at  the  end  of  their 
freshman  year,  during  the  months  of  May  and  June. 
During  this  “Intensive  Community  Experience” 
(ICE)  students  are  expected  to  learn  in  a variety  of 
ways.  First,  students  have  direct  patient  contact, 


* Address  correspondence  to  Ms.  Smith  at  Medical 
University  of  South  Carolina,  45  Courtenay  Dr., 
Suite  444D,  P.O.  Box  250170,  Charleston,  SC 
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taking  a history  and  doing  a physical  exam  on  at 
least  one  patient  per  half  day.  Following  this  en- 
counter, the  student  presents  the  patient  to  the  phy- 
sician-preceptor  and  receives  feedback  on 
interview  and  physical  examination  techniques, 
when  observed,  as  well  as  the  ability  to  reason 
through  a clinical  problem.  Students  also  receive 
anonymous  written  feedback  on  their  interpersonal 
and  listening  skills  from  selected  patients.  Using 
a variety  of  resources,  students  study  basic  science 
topics  emanating  from  their  patient  encounters.  For 
example,  if  a student  interviews  a 60-year-old  pa- 
tient who  has  broken  her  hip,  s/he  will  study  cal- 
cium metabolism  and  bone  regeneration  and 
growth.  Since  the  student  knows  the  patient  and 
she  may  return  for  a follow  up  visit  with  the  stu- 
dent, the  topic  of  bone  regeneration  and  growth 
becomes  personally  relevant,  providing  an  impor- 
tant “need  to  know”.  Students  also  investigate  a 
community  resource,  which  is  being  used  or  could 
be  used,  by  a specific  patient  seen  in  the  practice. 
For  a patient  with  AIDS,  the  student  might  investi- 
gate AIDS  services  available  in  the  community.  In 
addition  to  sharing  the  information  with  the  pa- 
tient if  it  is  appropriate,  the  student  presents  for- 
mal written  and  oral  reports  to  fellow  students  and 
faculty  upon  return  to  MUSC.  The  report  discusses 
the  community  resource  as  it  relates  to  the  popula- 
tion served,  the  cost  of  services  and  source  of  fund- 
ing, linkage  to  the  provider  and  benefits  to  the  patient. 

In  addition  to  patient  contact,  the  study  of  basic 
and  clinical  sciences,  and  investigation  of  a com- 
munity resource,  students  look  forward  to  partici- 
pating in  a variety  of  other  learning  activities. 
Students  often  round  with  the  physician  on  home 
or  hospital  visits,  gaining  valuable  insights  from 
an  experienced  role  model.  Students  participate 
as  an  observer  and/or  helper  in  minor  surgery, 
births,  and  other  procedures  common  in  a day  to 
day  primary  care  practice.  Over  the  span  of  six 
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weeks,  students  begin  to  value  the  continuity  of 
care  offered  by  a community  physician  and  the 
breadth  of  knowledge  needed  to  be  a competent 
generalist.  The  quality  of  family  and  professional 
life  is  also  important  to  students,  and  invitations  to 
professional  meetings  or  other  aspects  of  the 
physician’s  “life  after  work”  are  welcomed.  When 
asked,  students  often  reply  that  their  most  reward- 
ing experience  during  ICE  was  “developing  a re- 
lationship with  a community  physician.” 

While  in  the  community  practice,  the  student  is 
visited  twice  by  an  MUSC  clinical  faculty  mem- 
ber, called  a circuit  rider.  The  purpose  of  the  cir- 
cuit rider  is  to  be  a counselor  or  advisor  to  the 
student,  to  evaluate  certain  aspects  of  the  student’s 
performance  and  to  serve  as  liaison  between 
MUSC,  the  student  and  the  community  physician 
as  needed.  MUSC  circuit  riders  have  enjoyed 
meeting  community  physicians  across  the  state  and 
helping  to  provide  a “bridge”  for  students  to  real- 
istic primary  care  practice. 

Preparation  for  an  early  clinical  experience 

The  Parallel  Curriculum  (PC)  program  is  designed 
to  prepare  freshman  medical  students  for  early  pa- 
tient contact.  The  PC  is  a problem-based  learning 
program  for  the  first  two  years  of  medical  school. 
This  method  integrates  the  learning  of  clinical  and 
professional  skills,  clinical  reasoning  and  the  bio- 
logical sciences  concurrently.  Clinical  reasoning, 
beginning  with  a chief  complaint  and  developing 
a differential  diagnosis,  is  emphasized  from  the  first 
week  of  the  program.  Curricular  content  is  focused 
on  the  integrated  learning  of  basic  and  clinical  sci- 
ences through  study  of  patient  cases  in  small  groups 
as  well  as  “real”  patients  in  clinical  settings.  Two 
faculty  tutors,  consisting  of  a basic  scientist  and  a 
clinician,  facilitate  small  group  discussions  for  six 
students.  In  year  one,  “correlates”  consisting  of 
seminars  and  labs  in  gross  anatomy,  histology,  pa- 
thology, biochemistry,  and  physical  diagnosis  pro- 
vide students  with  opportunities  to  receive  direct 
instruction  from  content  experts  in  these  areas. 

Freshman  PC  students  learn  basic  physical  di- 
agnosis and  interviewing  skills  through  lecture- 
demonstrations  and  monitored  practice  on  each 
other  during  the  first  ten  weeks  of  medical  school. 
A faculty  physician  observes  each  student  doing  a 
history  and  physical  (H&P)  on  a standardized  pa- 


tient, a person  acting  in  the  role  of  a “sick”  patient. 
The  faculty  physician  evaluates  the  student’s  skills 
and  provides  immediate  feedback.  Subsequently, 
students  attend  primary  care  ambulatory  clinics 
within  the  university  to  interview  and  perform  fo- 
cused physical  exams  on  patients  for  a total  of  eight 
weeks  during  the  year.  By  the  conclusion  of  the 
freshman  year,  students  have  been  evaluated  three 
times  by  a faculty  physician  while  doing  an  H&P 
on  a standardized  patient.  In  addition,  they  have 
participated  in  several  standardized  patient  H&Ps 
as  part  of  small  group  learning,  and  they  have  been 
taught  by  faculty  preceptors  while  on  outpatient 
clinical  experiences  within  the  university.  PC  stu- 
dents know  their  boundaries  and  are  self-motivated. 
In  turn,  these  qualities  make  them  “low  mainte- 
nance” students  for  the  community  physician. 

Benefits  to  the  community  physician 

With  medical  students  eager  to  learn  and  enthusi- 
astic about  patient  care,  many  physicians  partici- 
pating as  ICE  preceptors  look  forward  to  having  a 
PC  student  year  after  year.  The  benefits  for  the 
physician  and  practice  are  both  tangible  and  intan- 
gible. Patients  enjoy  the  interaction  with  a novice 
student  physician  and  frequently  realize  how  much 
they  have  to  “teach”  a medical  student.  Patients 
often  provide  valuable  encouragement  to  the  stu- 
dent through  sharing  of  their  patient  stories  as  well 
as  feedback  about  how  the  student  can  be  a better 
listener.  Furthermore,  the  student  may  be  “home 
grown,”  having  been  a patient  in  the  practice  as  a 
child  or  with  family  ties  to  the  physician.  The  en- 
tire event  becomes  good  public  relations  for  the 
practice  when  the  local  newspaper  publishes  a hu- 
man-interest story,  as  has  happened  in  several  com- 
munities since  the  inception  of  ICE  in  1994. 

More  tangible  rewards  for  the  community  phy- 
sician are  the  “perks”  offered  by  the  PC  program. 
These  include  a free  registration  to  a Continuing 
Medical  Education  conference  sponsored  by  the 
College  of  Medicine  within  the  year  following  par- 
ticipation, an  opportunity  to  connect  with  MUSC 
library  On-line  Information  Services,  an  invitation 
to  apply  for  a clinical  faculty  appointment  with  the 
College  of  Medicine,  and  eligibility  to  apply  for 
American  Medical  Association  Physician’s  Rec- 
ognition Award  (PRA)  category  two  credit  for  the 
hours  spent  mentoring  a medical  student.  Infor- 
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MUSC  Parallel  Curriculum 
Intensive  Community  Experience  (ICE) 
Communities  1994-1999 


1 Abbeville 

2 Aiken 

3 Beaufort 

4 Charleston 

5 Cheraw 

6 Columbia 

7 Darlington 

8 Denmark 

9 Dillon 

10  Edgefield 

11  Florence 

12  Georgetown 

13  Hartsville 

14  Irmo 

15  Lake  City 

16  Lancaster 

17  Laurens 

18  Lexington 

19  Moncks  Comer 

20  Mt.  Pleasant 

21  Murrells  Inlet 

22  Myrtle  Beach 

23  Nichols 

24  N.  Charleston 

25  Orangeburg 

26  Sullivan’s  Island 

27  Summerville 

28  Westminster 


Figure  1.  MUSC  Parallel  Curriculum  Intensive  Community  Experience  (ICE)  Communities 
1994-1999 


mally,  several  participating  group  practices  have 
found  that  student  presentations  at  practice  con- 
ferences have  served  as  refreshing  review  sessions 
on  basic  science  topics  that  were  particularly  rel- 
evant to  their  clinical  practice.  Many  ICE  precep- 
tors have  agreed  to  have  a PC  student  in  their 
practices  year  after  year,  an  indication  of  their  com- 
fort with  the  students’  professionalism  and  prepa- 
ration for  the  experience  and,  hopefully,  benefits 
for  the  practice. 

The  community  may  also  benefit  by  recruiting 
new  physicians  to  the  area  and  by  programs  inves- 
tigated or  developed  in  relation  to  the  student’s 
community  project.  One  student  investigated  and  pro- 
posed a plan  for  a cardiac  rehabilitation  program  in 
the  small  community  where  he  was  located  after  learn- 
ing that  patients  comply  with  rehabilitation  better 
when  the  program  is  close  to  where  they  live. 

Summary 

Primary  care  community  physicians  and  their  pa- 
tients across  the  length  and  breadth  of  South  Caro- 


lina (figure  1 ) have  provided  early  clinical  experi- 
ences for  PC  students.  The  experience  for  students 
has  been  so  beneficial  that  early  clinical  experi- 
ences are  planned  for  all  MUSC  freshman  students 
in  the  coming  academic  year.  Primary  care  physi- 
cians have  much  to  offer  physicians  in  training.  Per- 
sons who  are  interested  and/or  need  additional 
information  may  contact  Dr.  Smith  at 
smithik@musc.edu  or  call  1-800-470-6696. 
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HEALING  THE  OVERACTIVE  ALARM  BELL: 
THE  TREATMENT  OF  PANIC  DISORDER  IN 
PRIMARY  CARE 

DEAN  SCHUYLER,  M.D.* 


It  has  long  been  known  that  anxiety  and  nervous- 
ness account  for  a significant  proportion  of  com- 
plaints made  to  primary  care  physicians.1 
Moreover,  a small  number  of  patients  in  primary 
care  settings  account  for  a large  percentage  of  am- 
bulatory care  visits.  In  our  Charleston  County  clinic 
population,  a recent  survey2  documented  the  fan- 
tastic figure  of  27  percent  of  our  patients  meeting 
criteria  for  one  particular  form  of  anxiety  problem: 
panic  disorder.  Primary  care  physicians  have  not 
done  a good  job  making  this  diagnosis,3  and  we 
hadn’t  either. 

The  key  to  recognition  of  a panic  attack  is  a his- 
tory of  episodic  anxiety.  Often,  these  patients  are 
not  generally  nervous,  nor  are  they  “worriers.” 
Rather,  they  report  discrete  periods  of  autonomic 
symptoms:  palpitations,  sweating,  trembling,  nau- 
sea, dizziness,  flushes,  and  parathesias.  These  are 
often  dominated  by  shortness  of  breath  and/or  chest 
pain.  They  are  accompanied  by  the  anticipatory 
dread  of  the  next  panic  attack,  and  typically  cause 
serious  vocational,  social,  and  personal  dysfunc- 
tion. 

People  with  disturbing,  unfamiliar  sensations 
naturally  seek  explanations  for  them.  In  American 
culture,  a fear  of  dying,  having  a heart  attack,  faint- 
ing, or  “going  crazy”  are  predominant  meanings. 
In  the  primary  care  setting,  the  patient  will  often 
choose  his  or  her  most  frightening  symptom  (eg., 
chest  pain,  dyspnea)  and  present  it  as  a solitary 
complaint.4  The  purpose  of  this  article  is  not  to 
advocate  for  a diagnosis  of  panic  disorder  in  every 
patient  presenting  with  shortness  of  breath  or  chest 
pain.  It  is,  rather,  to  urge  physicians  to  add  this 
syndrome  to  the  list  of  differential  considerations 
when  relevant  symptoms  are  reported. 

One  way  of  understanding  panic  disorder  sees 
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the  physiologic  arousal  as  an  instinctual  reaction 
(“alarm  bell”)  to  an  anticipated  danger.  The  prob- 
lem for  the  patient  in  this  case,  however,  is  that  the 
“alarm  is  worse  than  the  fire” — and  there  is  no  fire. 
A recent  case  example  from  our  clinic  well  illus- 
trates the  challenge  of  diagnosing  panic  disorder 
in  the  general  medical  setting. 

Case  Presentation 

Recently,  a 42-year-old,  married,  African-Ameri- 
can woman  presented  to  the  APCC  to  “establish 
primary  care.”  Relocated  to  Charleston,  she  re- 
ported a history  of  asthma  and  anemia.  Her  central 
complaint,  however,  concerned  episodes  of  palpi- 
tations associated  with  nervousness.  She  related 
shortness  of  breath  and  wheezing  to  her  asthmatic 
condition.  Her  pulmonary  function  was  evaluated, 
along  with  a work-up  for  anemia.  To  pursue  the 
possibility  of  vasovagal  episodes,  an  ekg  was  or- 
dered, along  with  serum  electrolytes.  Thyroid  stud- 
ies were  drawn  along  with  a basic  metabolic  panel. 

She  returned  in  one  month,  reporting  that  her 
asthma  was  under  better  control  with  the  use  of 
inhalers.  Blood  studies,  thyroid  tests,  and  electro- 
lytes were  all  normal.  However,  she  told  of  further 
episodes  of  “near  syncope,”  leading  to  several 
emergency  room  visits.  She  now  described  chest 
pain  and  sweating,  along  with  palpitations  and  a 
fear  of  losing  consciousness.  The  diagnosis  of  panic 
disorder  was  made,  and  paroxetine  (Paxil)  was  pre- 
scribed at  a dose  of  ten  mgms.  The  internist  had 
consulted  the  clinic  psychiatrist  and  together,  they 
had  agreed  on  this  course  of  action,  despite  linger- 
ing diagnostic  uncertainty  on  the  internist’s  part. 

Paxil  was  sequentially  increased  weekly  to  20 
mgms.  The  patient  returned  one  month  later  report- 
ing no  further  episodes.  The  internist  now  favored 
panic  disorder  as  a likely  etiology.  The  patient  was 
next  seen  after  three  months  had  gone  by.  Acknowl- 
edging some  recent  life  stresses,  she  noted  that 
“those  episodes”  had  returned.  She  now  described 
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them  as:  feeling  faint,  with  air  hunger,  light- 
headedness, paresthesias,  and  chest  pain.  It  was 
decided  to  increase  paroxetine  to  40  mgms.  An 
echocardiogram  was  ordered  to  check  for  cardiac 
valvular  abnormalities  along  with  an  events  moni- 
tor to  see  if  arrhythmias  were  associated  with  the 
episodes.  The  patient  was  referred  for  further  psy- 
chiatric evaluation  to  the  Community  Mental 
Health  Center. 

After  six  weeks,  the  patient  returned  to  the 
APCC.  There  were  no  further  anxiety  episodes  re- 
ported. Echo  revealed  mild  tricuspid  regurgitation 
and  the  events  monitor  was  normal.  Her  psychiat- 
ric evaluation  now  complete,  the  patient  had  started 
a brief  psychotherapy  treatment.  The  plan  was  to 
continue  paroxetine  at  40  mgms.,  with  a follow-up 
appointment  at  six  months. 

Discussion 

Panic  disorder  incorporates  a genetic  aspect  (30 
percent  of  first  degree  relatives  have  PD),  a stress- 
related  aspect  (PD  patients  endorse  more  stressful 
events  in  the  previous  six  months),  and  a phobic 
connection  (fears  and  avoidances,  hypochondriases 
and  hypervigilance  may  accompany  the  syn- 
drome.)4 Its  etiology,  today,  is  traced  to  the  same 
serotonergic  system  that  has  been  associated  with 
depressive  disorders.5  The  most  common  somatic 
presentations  are  cardiovascular  (chest  pain,  tachy- 
cardia), gastrointestinal  (pain,  diarrhea),  and  neu- 
rological (headaches,  dizziness  Many  of  these 
patients  receive  repeated  and  costly  diagnostic  tests. 
Commonly,  panic  disorder  occurs  co-morbid  with 
chronic  medical  illnesses  like  diabetes,  heart  dis- 
ease and  hypertension.  An  association  has  been 
suggested  with  irritable  bowel  syndrome.7  The  di- 
agnostic criteria  are  elaborated  in  Table  1 . 

The  obstacles  to  recognizing  panic  disorder  in 
the  general  medical  setting  have  been  well-docu- 
mented. The  typical  patient-physician  contact  in 
primary  care  is  brief;  the  demand  characteristics 
support  medical  causality;  often  there  is  poorer 
reimbursement  for  psychiatric  diagnoses.8  Psychi- 
atric consultation  may  be  unavailable;  there  may 
be  a time  delay  before  consultation,  patient  com- 
pliance with  referral  is  often  poor;  some  patients 
will  refuse  the  referral  because  of  stigma.9  The 
value  of  having  a psychiatrist  on  site,  who  will  see 
the  patient  immediately  after  the  internist,  seems 


Table  1.  Diagnostic  Criteria  for 
Panic  Disorder* 


I.  Four  (or  more)  symptoms  developed 
abruptly  and  reaching  a peak  within  ten  min- 
utes. 

1.  palpitations 

2.  sweating 

3.  trembling 

4.  dyspnea 

5.  choking 

6.  chest  pain 

7.  nausea 

8.  dizziness 

9.  feeling  of  unreality/detachment 

10.  fear  of  losing  control/going  crazy 

11.  fear  of  dying 

12.  paresthesias 

13.  chills/flushes 

II.  Followed  by  at  least  one  month  of: 

1.  anticipatory  anxiety  (about  future 
attacks) 

2.  worry  about  the  attack’s  consequences 

3.  a significant  behavior  change,  related 
to  the  attacks 

* Adapted  from  : APA.  Diagnostic  and  Sta- 
tistical Manual  of  Mental  Disorders.  (Fourth 
edition) 

Washington:  APA.,  1994. 


indisputable.9 

While  the  treatment  options  are  numerous:  tri- 
cyclic anti-depressant  drugs  (eg.  imipramine), 
MAO-inhibitors  (eg.  phenelzine),  and  high  potency 
benzodiazepines  (eg.  clonazepam),  selective  sero- 
tonin re-uptake  inhibitors  (SSRIs)  are  today’s  treat- 
ment of  choice.  While  doses  of  these  compounds 
are  often  low  in  the  treatment  of  major  depression 
(paroxetine,  20  mgms;  fluoxetine,  20  mgms; 
sertraline,  50-150  mgms.),  panic  disorder  requires 
more  medication  (as  seen  in  the  case  report.)  For 
Paxil,  the  dose  maximum  is  50  mgms;  for  Prozac, 
a range  of  40-80  mgms;  for  Zoloft,  up  to  200  mgms. 
The  typical  treatment  protocol  starts  with  a low 
dose  (as  in  the  case  presented)  respecting  the  panic 
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disorder  patient’s  tendency  to  be  hypersensitive 
even  to  transient  drug  side  effects. 

Brief  psychotherapy,  especially  cognitive 
therapy,  is  often  prescribed  concurrently,  and  has 
been  successful  even  in  the  absence  of  medica- 
tion.10  This  approach  targets  the  meanings  patients 
assign  to  their  physiological  symptoms.  In  addi- 
tion, it  seeks  to  correct  the  catastrophic  inferences 
and  overestimates  that  are  characteristic  in  the  con- 
text of  a panic  attack. 

It  has  been  shown  that  70-80  percent  of  panic 
disorder  patients  respond  to  medication  and/or  brief 
psychotherapy.  When  this  does  not  occur,  a refer- 
ral to  a specialty  program  is  a wise  course  to  fol- 
low. Panic  disorder  is  a chronic  and  recurring 
condition  that  typically  requires  long-term  man- 
agement. An  adequate  duration  of  chemotherapy 
treatment  is  one-two  years.  When  discontinuing 
successful  drug  therapy,  a slow,  planned  taper  is 
recommended. 

It  is  evident  that  panic  disorder  presents  at  a sig- 
nificant frequency  in  primary  care  settings.  I urge 
the  general  internist  to  learn  to  recognize  it,  work 
collaboratively  with  a psychiatrist  to  treat  it,  and 
teach  students  to  think  of  it  at  appropriate  times. 
We  must  work  together  to  confine  the  alarm  bells 
to  the  fires  of  reality,  rather  than  to  those  of  imagi- 
nation. 

Summary 

Panic  disorder  is  frequently  encountered  in  pri- 
mary care  settings.  Its  presentation  is  easily  con- 
fused with  cardiac,  endocrinological,  or 
neurological  disorders.  The  key  to  its  recognition 
is  the  presence  of  episodic  anxiety. 

Once  diagnosed  and  explained  to  the  patient,  the 


syndrome  is  readily  treatable  in  most  cases.  Selec- 
tive serotonin  re-uptake  inhibitors  (SSRIs)  are 
today’s  treatment  of  choice,  in  doses  higher  than 
those  utilized  for  depression.  Brief  Cognitive 
Therapy,  prescribed  concurrently,  helps  to  dispel 
the  disorder’s  catastrophic  inferences  and  overes- 
timates. 
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CHICAGO,  ILLINOIS 
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WALTER  J.  ROBERTS,  JR.,  MD,* 


The  Annual  Meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association  (AMA)  was  held  in 
Chicago  on  June  20-24,  1999.  As  with  all  AMA  meet- 
ings, many  important  problems  and  issues  were  dis- 
cussed and  voted  upon,  and  I will  once  more  highlight 
and  comment  upon  several  of  them. 

It  is  my  great  pleasure  to  tell  you,  before  other  things 
are  reviewed,  of  a singular  event  of  historical,  epochal 
note  which  occurred;  namely,  the  election  of  Dr. 
Randolph  D.  Smoak  of  Orangeburg,  SC  to  the  office 
of  president-elect  of  the  American  Medical  Associa- 
tion. Randy  has  been  a member  of  the  South  Carolina 
delegation  since  1982  and  a member  of  the  AMA  Board 
of  Trustees  since  1992.  He  moved  through  the  board’s 
elected  positions  to  its  chairmanship  last  June,  and  he 
has  served  this  association  and  the  physicians  of  this 
country  with  ability  and  distinction  this  past  year.  AMA 
was  organized  in  1847  and  after  153  years  of  its  exist- 
ence, Randy  is  to  become,  in  June  of  next  year,  the 
first  South  Carolinian  elected  to  its  presidency.  It  goes 
without  saying  that  we  are  all  very  proud  of  Randy.  It 
is  my  opinion  that  Randy  will  be  a great  and  popular 
president.  South  Carolina  and  especially  South  Caro- 
lina physicians  should  savor  a proud  moment  in  medi- 
cal history. 

The  meeting  was  attended  by  members  of  the  South 
Carolina  AMA  delegation,  whose  names  are  listed  in 
the  front  of  The  Journal , including  our  newly-elected 
alternate  delegate,  Dr.  Duren  Johnson  of  Lancaster. 
Also  with  us  was  our  president,  Dr.  Bill  Hester  of  Flo- 
rence, who  is  an  alternate  delegate  by  virtue  of  his  of- 
fice this  year.  Staff  assistance  was  once  more  provided 
by  our  CEO,  Bill  Mahon  and  our  “new”  COO,  Ron 
Fitzwater.  Without  this  superb  staff,  much  of  what  your 
AMA  delegation  is  able  to  participate  in  and  achieve 
would  not  occur. 

I have  also  mentioned  to  you  in  the  past  the  involve- 
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ment  of  specialty  society  delegates  who  work  in  close 
cooperation  with  your  state  delegates.  Dr.  Ed 
Kimbrough,  Dr.  Marion  Burton,  Dr.  Greg  Slachta,  Dr. 
Jay  Scully,  Dr.  David  Osguthorpe,  and  now  Dr.  Steve 
Imbeau  are  as  much  involved  as  any  of  our  own  del- 
egates in  the  activities  of  the  AMA.  With  them,  South 
Carolina  is  exceedingly  well  represented  in  this  arena 
where  policy  is  made,  ethical  opinions  rendered,  lead- 
ers elected,  and  collegiality  established.  I have  re- 
marked many  times  in  the  past  several  years  that  it  is 
my  belief  that  the  strength  of  the  AMA  in  the  coming 
years  will  depend  much  on  the  interrelationships  our 
state  constituent  societies  can  enjoy  with  the  various 
specialty  societies,  all  working  together— without  pa- 
rochialism—for  the  benefit  of  our  patients  and  all  of 
the  physicians  of  this  country. 

I would  like  to  pay  special  note  to  Dr.  Osguthorpe. 
David,  who  is  Professor  of  Otolaryngology  at  MUSC, 
and  also  is  a delegate  from  the  otolaryngology  society, 
was  asked  by  the  speakers  to  chair  a very  important 
reference  committee  at  this  meeting.  David  performed 
this  difficult  task  with  outstanding  ability  and  was  sa- 
luted at  the  House  of  Delegates  for  an  excellent  job. 
Also  on  the  reference  committee— and  surely  adding 
strength  to  their  deliberations— was  our  own  delegate, 
Dr.  Carol  Nichols.  As  with  our  House  of  Delegates  at 
the  SCMA  Annual  Meetings,  the  ability  of  the  refer- 
ence committees  to  perform  well  is  critical  to  the  suc- 
cess of  each  meeting,  and  to  the  success  of  the  organi- 
zation. Every  member  of  the  House  of  Delegates  of 
AMA  considers  it  a high  compliment  to  be  asked  to 
serve  on  a reference  committee  and  at  almost  every 
AMA  meeting,  some  member  of  our  delegation  is  asked 
to  serve. 

As  I began  relating  to  you  the  important  issues  and 
events  of  the  meeting,  one  issue  flies  out  immediately 
which  demands  explanation  and  discussion  above  all 
others:  UNIONIZATION.  Allow  me  to  make  this  the 
first  item  for  discussion,  but  allow  me  to  give  you  some 
of  the  “background”  which  led  to  this  difficult  and  con 


troversial  announcement: 

• There  seems  to  be  little  doubt  that  the  anti-trust  laws, 
as  delineated  by  the  Sherman  Anti-Trust  laws,  have 
been  patently  unfair  to  the  medical  profession.  Physi- 
cians are  the  only  group— the  only  profession— denied 
the  right  to  “collectively  bargain.”  This  does  not  mean 
only  with  respect  to  payment  for  services  rendered, 
but  for  such  things  as  working  hours,  working  con- 
ditions, and  — in  this  era  of  insurance  company  and 
entrepreneurial  interest  dominance  of  much  of  health 
care  decision-making  — the  ability  to  perform  the 
very  tasks  for  which  we  were  trained  in  the  practice 
of  medicine. 

In  an  effort  to  combat  some  of  these  unfair  rules,  the 
American  Medical  Association  has  sought  legislative 
relief  without  success.  It  is  known  that  AMA  has  been 
somewhat  successful  in  “private-sector  advocacy,”  of- 
ten helping  physicians  in  negotiations  with  insurance 
companies  and  managed  care  organizations.  During  the 
last  two  or  three  years,  a “rapid  response  team”  from 
AMA  has  worked  in  some  31  states  in  aiding  physi- 
cians in  such  exigencies,  and  has  enjoyed  from  time  to 
time  some  measure  of  success. 

During  this  time,  however,  there  has  been  an  outcry 
from  several  sectors  in  medicine  for  antitrust  relief, 
especially  from  groups  of  employed  physicians  and 
from  resident  physicians.  Toward  that  end,  there  are 
such  organizations  who  have  formed  “collective  bar- 
gaining units,”  meaning  “unions.”  These  are  not  the 
same  as  the  labor  unions,  it  is  clear,  since  the  “right  to 
strike”  is  not  part  of  any  negotiating  right  for  physi- 
cians. Unerringly  clear  is  the  premise  that  nowhere  in 
any  deliberations  is  there  any  thought  of  withholding 
medical  care. 

In  this  setting,  the  Board  of  Trustees  of  AMA  was  in- 
structed at  the  last  two  meetings  of  the  House  of  Del- 
egates to  structure  a “Collective  Bargaining  Unit” 
(CBU).  The  board  had  spent  untold  hours  wrestling 
with  the  issue  and  submitted  to  the  House  at  this  meet- 
ing a report  which  basically  stated  that  the  formation 
of  a “CBU”  was  not  a good  idea,  that  a better  route 
was  to  continue  efforts  at  “private-sector  advocacy” 
while  continuing  to  support  legislative  reform.  Many 
of  you  probably  have  heard  of  the  “Campbell  Bill”  (HR 
1304)  which  seeks  to  insulate  physicians  from  some 
of  the  inequities  which  exist  in  the  current  anti-trust 
laws.  This  bill,  which  many  believe  has  only  a small 


chance  of  passage,  has  been  vigorously  supported  by 
AMA  lobbying  activities. 

There  was  prompt  and  intense  response  to  the  Board 
of  Trustees’  decision,  many  voicing  their  needs  for 
AMA  support  in  combating  what  they  recognize  as  a 
critical  lack  in  physicians’  negotiating  ability  at  a time 
when  such  ability  is  badly  needed.  The  Board  of  Trust- 
ees report  (BOT  Report  30-A-99)  was  discussed  at  a 
special  reference  committee  shortly  after  the  House  of 
Delegates  convened,  along  with  a large  series  of  other 
resolutions  referring  to  various  aspects  of  collective 
bargaining  and  offering  a series  of  ideas. 

What  came  out  of  the  reference  committee,  and  was 
ultimately  approved  on  the  floor  of  the  House  of  Del- 
egates two  days  later,  was  a substitute  resolution  which 
instructed  AMA  to  proceed  with  formation  of  the  “col- 
lective bargaining  unit.”  Much  has  been  written  and 
said  about  the  decision  since.  I would  like  to  summa- 
rize what  I understand  about  the  decision  and  the  rami- 
fications of  it,  especially  as  it  applies  to  South  Caro- 
lina and  its  physicians: 

1 . It  is  my  feeling  that  the  term  “union”  is  anathema  to 
the  South  Carolina  public  and  to  many  of  the 
physicians  of  South  Carolina. 

2.  The  process  of  “unionization”  at  this  time,  applies 
only  to  employed  physicians  and  resident 
physicians.  The  AMA  is  certainly  going  to  help  them 
all  that  it  can. 

3.  Self  employed,  “private  practitioners”  of  medicine, 
which  comprise  some  65-70  percent  of  the  700,000 
physicians  of  the  country  still  have  no  “collective” 
ability  to  bargain  (or  “unionize”.) 

4.  As  things  appear  at  this  time  in  South  Carolina,  any 
effort  at  forming  such  “unions”  seems  unlikely. 
Efforts  at  such  activity  is,  however,  are  clearly 
underway  in  several  areas  of  the  country,  most 
notably  in  the  northeast  and  the  west. 

5.  The  collective  bargaining  unit,  as  it  is  planned,  bears 
little  resemblance  to  the  labor  unions  which  exist. 
The  bargaining  strength  of  these  organizations  lies 
in  their  ability  to  “strike.”  No  one  has  any  idea  of 
any  physician,  anywhere,  any  time,  denying  a 
patient  services  or  care. 

6.  The  forces  which  probably  have  the  most  influence 
in  determining  physician’s  potential  for 
unionization,  meaning  the  Federal  Trade 
Commission  and  perhaps  the  Department  of 
Justice,  do  not  look  favorably  on  any  effort  like  this 
on  the  part  of  the  AMA. 
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The  coming  years  will  tell  how  physicians  will  fare 
with  the  idea  of  “collective  bargaining,”  and  its  impact 
on  how  we  practice  medicine.  The  SCMA  Board  of 
Trustees  will  be  thoroughly  reviewing  this  issue  at  their 
meeting  on  July  28  with  a goal  of  developing  a formal 
position/response  for  the  association. 

• A resolution  which  was  sent  to  the  SCMA  House  of 
Delegates  from  the  SCMA  Ethics  Committee  was  well 
received  by  AMA.  The  resolution  basically  asks  for 
the  Council  on  Ethical  and  Judicial  Affairs  (CEJA), 
which  has  been  asked  by  the  AMA  House  of  Delegates 
to  revisit  AMA’ s “Principle  of  Medical  Ethics,”  to  seek 
out  the  counsel  of  other  disciplines  such  as  social  sci- 
entists, ethicists,  philosophers,  and  the  ministry  in  this 
effort.  I have  been  assured  by  CEJA  that  this  is  being 
done,  and  South  Carolina’s  resolution  will  be  a strong 
influence  on  any  decisions  made  regarding  this  hon- 
ored document,  which  dates  back  to  1847. 

• The  work  on  the  “Evaluation  and  Management 
Codes”  of  Medicare  goes  on.  Working  in  every  way  it 
can  with  HCFA,  revision  of  the  cumbersome  and  com- 
plex codes  is  being  attempted  by  the  CPT  Editorial 
panel  of  15  physicians.  To  this  point,  HCFA  has  been 
trying  to  accept  AMA’s  suggestions,  but  still  clings  dog- 
gedly to  the  premise  that  a “numerical  counting  sys- 
tem” will  be  utilized  in  determining  how  payment  for 
office  visits  shall  be  made. 

• The  AMA,  through  its  Council  on  Ethical  and  Judi- 
cial Affairs  (CEJA),  continues  to  wrestle  with  the  is- 
sue of  physician’s  selling  various  products  in  their  of- 
fices. CEJA  has  previously  rendered  an  opinion  that 
states  that  selling  “non-health  related  goods”  is  not  ethi- 
cal. I certainly  hope  that  all  South  Carolina  physicians 
agree  with  that  opinion.  The  issue  of  physicians  sell- 
ing “health  related”  goods  is  more  controversial,  many 
felling  physicians  “know  what  is  best”  for  their  pa- 
tients and  feel  they  can  best  provide  the  “goods”,  be  it 
vitamins,  skin  creams,  food  supplements,  or  even  in- 
formational items  such  as  books  or  video  tapes,  in  a 
better  fashion  than  the  patient  can  otherwise  secure  or 
purchase  them.  CEJA  has  recommended  a series  of 
“guidelines”  which  anyone  who  wants  to  sell  such 
health-related  goods  in  their  offices  should  follow:  for 
example,  the  product  should  not  be  sold  where  benefit 
claims  lack  scientific  validity;  the  product  should  be 
provided  either  free  or  at  “cost”;  the  sale  of  the  prod- 
uct should  not  be  in  “competition”  with  local  pharma- 
cies or  other  providers  who  can  sell  the  same  product 


at  the  same  price,  and  that  the  physician  should  have 
the  obligation  to  provide  the  patient  with  understand- 
able literature  addressing  the  validity  of  the  health-re- 
lated item  when  the  patient  asks  for  it.  There  was  much 
testimony  for  and  against  the  report,  but  the  House  of 
Delegates  adopted  it  (CEJA  Report  l-A-99). 

• AMA  policy  which  exists  was  reaffirmed  regarding 
efforts  to  obtain  repeal  of  a section  of  the  Balanced 
Budget  Act  (BBA)  of  1997  which  granted  .he  Secre- 
tary of  HHS  the  authority  to  require  a diagnosis  code 
with  each  lab  test  claim.  There  is  a report  due  out  soon 
from  a “Negotiated  Rulemaking  Committee”  made  up 
of  many  segments  of  the  medical  industry,  including 
many  physicians  and  physician- groups  which  will  seek 
to  change  many  of  the  current  time-consuming  and 
controversial  rules  regarding  such  HCFA  regulations. 

• The  Wisconsin  delegation  submitted  a iesolution 
which  pointed  out  that  Medicare  rules  which  currently 
exist  have  led  to  coverage  of  terminally  ill  patients 
under  hospice  being  under-utilized.  Physicians  are  said 
to  be  reluctant  to  “predict”  that  a patient  will  die  within 
six  months,  which  is  the  Medicare  requirement,  and 
there  are  a variety  of  reasons  why.  At  present,  this  rule 
has  resulted  in  only  20  percent  of  dying  Medicare  ben- 
eficiaries using  hospice,  the  median  length  of  stay  in 
the  hospice  program  being  29  days,  nationwide.  The 
resolution  asks  that  Medicare  change  the  prognostic 
time  requirement  to  12  months.  The  resolution  was 
adopted. 

• A year  ago,  AMA  made  an  epochal  decision  regard- 
ing its  endorsement  of  “employer- based  health  care  in- 
surance,” recommending  that  it  be  replaced  by  “indi- 
vidual health  care  insurance.”  Three  reports  were 
generated  reinforcing  AMA’s  support  for  the  reform. 
A resolution  from  California  pointed  out  that  a failure 
by  employers  to  provide  health  insurance  is  the  prin- 
ciple reason  that  there  are  more  uninsured  people  in  this 
country  now  than  ever,  even  in  this  era  of  financial  pros- 
perity. There  were  also  several  resolutions  which  sup- 
ported movement  of  Medicare  benefits  from  its  current 
plan  to  a plan  in  which  Medicare  beneficiaries  could  pur- 
chase their  own  health  insurance. 

• The  issue  of  “hospitalists”  engendered  a report  from 
the  Council  on  Medical  Education  with  regard  to  edu- 
cational opportunities  at  the  resident  level.  Also,  other 
aspects  of  this  new  intervention  in  hospital  care  were 
addressed.  In  general,  it  continues  to  be  AMA  policy 
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that  use  of  “hospitalists”  should  be  only  with  the  con- 
sent of  the  patient  and  the  referring  physician. 

At  this  meeting  of  the  House  of  Delegates,  between 
ninety  and  one  hundred  reports  from  the  Board  of  Trust- 
ees and  the  seven  Councils  were  submitted  for  study 
and  action  by  the  House.  More  than  300  resolutions 
were  introduced,  all  requiring  debate  and  action  or  re- 
ferral by  the  House.  I have  obviously  touched  on  only 
a few'  of  these— -the  ones  I feel  are  of  interest  and  con- 
cern to  you,  the  constituency  of  the  South  Carolina 
AMA  Delegation.  I refer  you  the  AMNews  and  other 
publications  for  elements  of  other  important  issues,  and 
there  are  many  very  important  ones. 

As  I attempted  to  say  in  each  of  these  reports  to  you  in 


our  Journal , we— the  members  of  the  delegation  — 
function  at  your  pleasure  and  at  your  beck  and  call. 
We  take  this  responsibility  very  seriously  and  in  my 
opinion,  function  effectively  and  well  in  your  behalf 
in  deciding  how  we  will  deal  with  these  many  issues. 
We  recognize  that  some  of  the  decisions  are  contro- 
versial and  that  everyone  may  not  be  satisfied.  We 
welcome  your  comments  and  your  input.  We  continue 
to  feel  that  the  American  Medical  Association  is  the 
strongest,  most  democratic  organization  in  the  medi- 
cal world,  and  we  desire  to  be  the  most  responsive.  If 
you  are  not  a member,  you  should  be.  More  than  any 
other  organization  in  the  medical  world,  your  AMA 
and  its  activities  influence  the  way  you  practice  medi- 
cine and  provide  for  your  patients.  Participate! 
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The  following  guest  editorial  was  submitted  by  Dr.  Mark  A.  O’Rourke,  Chainnan  of  the  Community 
Advisory  Board  for  Greenville  Citizens  for  Life.  Guest  editorials  reflect  the  opinions  of  the  authors  and 
do  not  necessarily  reflect  the  opinions  of  the  officers  and  trustees  of  the  South  Carolina  Medical  Asso- 
ciation. 


— CSB 

ASSISTED  SUICIDE,  A YEAR  LATER,  STILL  A MISTAKE 


A controversial  form  of  suicide  has  been  legal 
and  openly  practiced  in  Oregon  for  over  a year.  A 
state  law,  called  the  Death  with  Dignity  Act,  went 
into  effect  in  1998.  It  allows  a resident  to  end  his 
or  her  life  by  swallowing  a fatal  overdose  of  pills 
prescribed  by  a doctor  for  that  purpose.  Fifteen 
suicides  committed  in  this  manner  were  reported 
to  state  authorities  in  1998.  Oregon’s  experience 
with  assisted  suicide  was  reported  in  the  February 
18,  1999  issue  of  the  New  England  Journal  of 
Medicine.  The  Special  Report  gives  us  important 
data  to  explain  why  these  people  chose  assisted 
suicide  and  it  demonstrates  why  assisted  suicide  is 
still  a mistaken  policy. 

The  most  striking  findings  in  the  New  England 
Journal  Special  Report  are  the  reasons  given  to 
explain  the  choice  of  suicide.  Pain  was  not  the 
main  issue.  Pain  was  hardly  an  issue  at  all!  In 
only  one  of  the  fifteen  cases  was  a concern  ex- 
pressed about  pain  at  the  end  of  life.  In  the  other 
fourteen  cases,  no  such  concern  about  pain  was 
expressed.  The  concern  that  did  stand  out  in  this 
group  was  a desire  for  control  over  one’s  destiny 
and  autonomy.  Twelve  of  the  fifteen  were  con- 
cerned about  a loss  of  autonomy,  and  eight  were 
concerned  about  loss  of  control  of  bodily  functions. 
The  majority  of  the  group  was  not  completely  dis- 
abled at  the  time  they  took  their  lethal  medications. 
The  authors  of  the  report  concluded  that  the  deci- 
sion to  choose  suicide  was  influenced  by  a desire 
to  control  the  time  and  manner  of  death,  and  not 
with  fear  of  intractable  pain  or  financial  loss. 

Oregon  made  assisted  suicide  legal  because  pro- 
ponents painted  a picture  of  unrelieved  pain  and 
suffering  that  could  only  be  alleviated  by  suicide. 
In  Oregon  in  1998,  there  were  28,900  deaths  from 


all  causes  and  6,784  deaths  from  cancer.  Oregon 
is  a national  leader  in  the  use  of  hospice  care  and 
strong  painkillers  for  terminal  patients.  The  im- 
portant lesson  in  this  report  is  that  the  very  few  to 
commit  suicide  under  this  law  did  so  for  reasons 
other  than  pain.  Hardly  anyone  chose  suicide  be- 
cause of  intractable  pain. 

Why  should  it  matter  to  everyone  else  in  Or- 
egon and  in  the  United  States  if  fifteen  people  (thir- 
teen with  cancer)  chose  assisted  suicide  in  Oregon 
in  1998?  There  are  two  reasons.  First,  people  con- 
templating suicide  need  attention  to  their  psycho- 
logical and  spiritual  well-being.  Only  four  of  these 
fifteen  Oregon  suicide  patients  received  psychiat- 
ric or  psychological  consultation  after  discussing 
suicide  with  their  physicians.  When  people  as  sick 
and  fearful  as  this  group  get  so  little  attention  to 
their  mental  health  needs,  the  rest  of  us  need  to 
take  notice.  A request  for  suicide  should  not  be 
taken  at  face  value  as  a request  for  an  end  to  one’s 
life.  Instead,  the  real  meaning  of  a suicide  request 
is  a plea  for  care,  attention  and  support.  Legal  sui- 
cide is  a temptation  for  medical  professionals  and 
others  to  pay  less  attention  to  the  care  of  people 
with  difficult  chronic  and  terminal  illnesses  and  to 
use  suicide  as  the  easy  way  out. 

Second,  legal  suicide  creates  situations  where 
persons  with  certain  illnesses  or  diagnoses  will  be 
pressured  to  choose  suicide.  An  insurance  com- 
pany might  offer  to  pay  earlier  bills  in  exchange 
for  a person  choosing  suicide,  so  that  the  insur- 
ance plan  can  stop  paying  for  any  care.  A hospital 
receiving  fixed  reimbursement  from  Medicare, 
Medicaid,  or  an  HMO  might  lower  the  bill  for  a 
person  willing  to  choose  suicide,  so  that  the  hospi- 
tal can  make  more  money.  A doctor,  under  pres- 
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sure  from  a hospital  or  managed  care  organization 
for  patients  under  his  care  to  have  lower  healthcare 
costs,  would  be  tempted  to  recommend  suicide  to 
a patient  with  a terminal  illness,  instead  of  hospice 
care  and  pain  control.  A relative  in  a hurry  to  re- 
ceive an  inheritance  might  suggest  to  a person  with 
chronic  illness  that  early  suicide  is  more  dignified 
than  living  out  one’s  natural  days  with  the  best 
medical  care  available.  Last,  the  person  with  the 
illness,  trying  to  decide  what  to  do  and  getting  pres- 
sure to  choose  suicide,  might  think  that  it  is  his 
duty  to  choose  suicide. 

Legal  suicide  diminishes  the  value  each  of  our 
lives.  As  time  goes  on,  it  will  distract  the  medical 


profession  from  providing  good  care  at  the  end  of 
life  and  people  will  be  coerced  into  choosing  sui- 
cide. The  experience  in  Oregon  demonstrates  that 
legal  suicide  is  not  needed  to  control  pain  and  suf- 
fering. Legal  suicide  and  euthanasia  are  not  ideas 
whose  time  has  come.  They  are  ideas  whose  time 
should  never  come. 

Mark  A.  O’Rourke,  MD 
408  McDaniel  Avenue 
Greenville,  SC  29601 
Work:  (864)  987-7000 
Email:  morourke@aori.com 
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The  best  doctors,  like  the  best  scientists,  sel- 
dom claim  complete  understanding.  There  is  al- 
ways another  “Why?”  Also,  they  refuse  to  let  their 
thought  processes  be  boxed  in  by  the  various  cod- 
ing systems.  The  more  thoughtful  the  clinician,  I 
suggest,  the  more  often  will  diagnoses  read  “cause 
undetermined.”  It  might  help  to  keep  a running  list 
of  unresolved  problems,  for  there  are  times  when 
the  answers  are  made  clear  only  by  medical 
progress.  Three  such  cases  come  to  mind  from  my 
first  years  in  practice  nearly  a quarter  century  ago. 

An  elderly  woman  with  chronic  lung  disease 
was  comatose,  near  death,  for  no  apparent  reason. 
I stopped  everything  and  gave  her  intravenous  flu- 
ids, vitamins,  and  steroids.  She  woke  up.  The  likely 
diagnosis  surfaced  years  later  when  theophylline 
blood  levels  became  readily  available  and  the  syn- 
drome of  theophylline  toxicity  in  the  elderly  gained 
publicity.  Less  fortunate  was  a young  woman  who, 
following  a routine  cone  biopsy  of  the  cervix,  de- 
veloped the  acute  respiratory  distress  syndrome 
with  multiorgan  failure.  She  almost  surely  died 
from  a then-undescribed  condition:  staphylococ- 
cal toxic  shock  syndrome. 

The  third  patient  was  known  in  our  practice  as 
“the  coward.”  Every  several  months  he’d  show  up 
in  the  emergency  room,  brought  there  by  ambu- 
lance and  convinced  he  was  having  a heart  attack. 
The  studies  were  always  normal.  For  whatever  rea- 
son, I chose  to  take  him  seriously  and  befriended 
him  as  a fellow  human  in  need  of  reassurance.  The 
heart  attack  never  came,  and  I kept  in  touch  with 
him  through  his  place  of  work  for  many  years.  In- 
deed, he  was  delightful  and  I was  genuinely  sorry 
when  he  retired  and  I lost  touch  with  him.  Much 
later,  I realized  the  likely  diagnosis:  panic  disor- 
der. 

I this  issue,  Dr.  Dean  Schuyler  of  Charleston 
discusses  panic  disorder  in  the  setting  of  a case 
report.  Prompted  by  this  manuscript,  I carried  out 
a MEDLINE  search  with  these  results:  no  articles 
on  panic  disorder  prior  to  1985;  eight  articles  be- 
tween 1985  and  1990;  and  2,072  articles  between 
1991  and  1999.  To  be  sure,  what  is  now  called 
“panic  disorder”  was  formerly  known  as  “acute 
anxiety  attack.”  However,  the  burgeoning  litera- 
ture supports  three  points:  (1)  panic  disorder  is  a 
distinctive  syndrome  that  can  be  diagnosed  on  clini- 


cal grounds;  (2)  this  disorder  is  relatively  common, 
affecting  up  to  three  percent  of  the  population;  and 
(3)  untold  millions  of  dollars  are  spent  every  year 
in  typically-fruitless  searches  for  “organic”  disease 
in  these  patients. 

According  to  the  DMS-IV  criteria  (summarized 
by  Dr.  Schuyler),  the  symptoms  of  panic  disorder 
develop  abruptly — usually  with  little  or  no  warn- 
ing— and  peak  within  ten  minutes.  Fear  of  heart 
attack  is  the  best-publicized  presentation;  studies 
suggest  that  30  percent  to  50  percent  of  patients 
with  recurrent  chest  pain  and  normal  coronary  ar- 
teries meet  the  criteria  for  panic  disorder. 1 Patients 
with  known  panic  disorder  should  not,  however, 
be  dismissed  when  they  develop  chest  pain  since 
pain  can  indeed  be  linked  to  cardiovascular  mor- 
tality.2 

There  are  at  least  several  additional  subtypes  of 
panic  disorder,  and  the  list  is  growing.  Some  pa- 
tients have  primarily  vestibular  effects,  others  de- 
personalization, and  still  others  gastrointestinal 
symptoms.  Patients  suffering  from  both  asthma  and 
panic  disorder  pose  a special  diagnostic  problem,  but 
identification  and  treatment  of  panic  disorder  in  asth- 
matic patients  improves  the  quality  of  life.3  4 Panic 
attacks  and  panic  disorders  are  relatively  common 
in  children  and  adolescents,5  and  are  almost  surely 
underdiagnosed  in  the  elderly.6  Panic  disorder  is 
associated  not  only  with  anxiety  but  also,  and  per- 
haps more  significantly,  with  depression.  One  study 
indicates  that  21.6  percent  of  depressed  patients 
have  a panic  attack  at  some  point  in  their  lives, 
and  conversely,  that  55.6  percent  of  patients  with 
lifetime  panic  disorder  give  a history  of  major  de- 
pression.7 Fortunately,  treatment  usually  helps. 

Cognitive-behavioral  therapies  are  effective  in 
up  to  80  percent  of  patients.8  At  present,  selective 
serotonin  reuptake  inhibitors  (SSRIs)  seem  to  be 
the  most  frequently-used  drugs  for  panic  disorder. 
The  agents  are  better-tolerated  than  the  tricyclic 
antidepressants  and  lack  the  dependence  problems 
associated  with  the  benzodiazepines.  They  have  the 
additional  advantage  of  treating  concurrent  depres- 
sion.9 Long-term  therapy  seems  to  be  necessary, 
yet  safe  and  effective.  The  course  waxes  and  wanes, 
with  the  prognosis  being  worse  in  patients  who  also 
have  a personality  disorder,  agoraphobia,  or  depres- 
sion.10 I gained  the  impression  from  the  literature 
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that  huge  strides  are  being  made  in  long-term  man- 
agement. 

I would  like  to  think  that  “the  coward”  in  our 
practice  was  entirely  normal  except  for  his 
amygdala.  One  view  is  that  panic  disorder  is  caused 
by  a misguided  “false  threat  alarm”  arising  from 
neurobiological  dysfunction  in  the  amygdala  and 
ascending  transmitter  systems.11  Data  suggest  that 
the  amygdala  and  the  periaqueductal  gray  matter 
represent,  respectively,  the  rostral  and  caudal  poles 
of  a neural  network  responsible  for  integrating  the 
response  to  both  innate  and  learned  threats.12  Stud- 
ies using  positron  emission  tomography  (PET) 
confirm  the  suspicion  that  subcortical  structures 
contribute  to  both  normal  and  pathological  forms 
of  anxiety.13  The  exact  basis  is  not  known.  An  al- 
phabetized list  of  agents  that  cause  panic  symp- 
toms in  healthy  volunteers  includes  caffeine, 
carbon  dioxide,  cholecystokinin,  serotoninergic 
agents,  sodium  lactate,  and  yohimbine. 14  Research- 
ers in  this  area,  I concluded,  are  having  a field  day. 

In  closing,  I should  add  that  my  MEDLINE 
search  made  it  clear  that  there  is  considerable  ex- 
pertise on  panic  disorder  at  the  Medial  University 
of  South  Carolina  (MUSC).  Dr.  James  C. 
Ballenger,  chair  of  MUSC’s  Department  of  Psy- 
chiatry, also  chairs  an  International  Consensus 
Group  on  Depression  and  Anxiety.15  Other  mem- 
bers of  the  MUSC  department  have  studied  its  bio- 
logical basis,  relationship  to  depression  and  the 
effects  of  various  drugs.16'19  Someday,  perhaps,  one 
of  these  faculty  members  will  tell  us  exactly  what 
was  wrong  with  “the  coward.”  Meanwhile,  I’m  just 
glad  that  I took  him  seriously. 

— CSB 
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y\  you  don't  think  this 
can  make  a difference 
to  your  baby's  health . . . 


you  don't  know  beans. 


This  bean  contains  folic  acid,  a common  B vitamin 
proven  to  help  prevent  birth  defects.  It's  also 
found  in  leafy  green  vegetables,  citrus  fruits  and 
juices  and  whole  grain  foods.  So  choose  healthy 
foods  and  take  a multivitamin  containing  0.4 
milligrams  of  folic  acid  every  day. 


revention 


of  birth  defects  starts  before  you're  pregnant. 
Get  the  facts. 


October  is  Campaign  for  Healthier  Babies  Month 


On  the  Cover. 


ROBERT  BLAKELY  DURHAM,  M.  D.  (1892-1957) 


Born  in  Orangeburg  County  in  what  is  known 
as  Ethridge’s  Mill  on  the  12th  of  February  1892, 
Robert  Blakely  Durham,  SCMA  President  50  years 
ago,  was  educated  in  Orangeburg  and  Columbia 
before  attending  the  South  Carolina  Co- 
Educational  Institute  at  Edgefield.  He  went  on  to 
the  University  of  Georgia  School  of  Medicine  and 
graduated  in  1913.  Dr.  Durham’s  grandfather, 
father  and  a brother  were  also  physicians.  Before 
settling  in  Columbia  early  in  1915,  Dr.  Durham 
practiced  briefly  in  Perry,  South  Carolina. 

In  1917,  he  volunteered  for  the  army  and  was 
called  to  service  in  August.  On  September  6, 1917, 
he  sailed  for  France.  Dr.  Durham  served  23  months 
at  the  front,  first  as  a Battalion  Surgeon  and  later 
as  commander  of  an  ambulance  corps.  At  the  end 
of  the  war,  he  remained  in  France  to  attend  a four- 
month,  special  course  in  surgery  at  the  University 
of  Bordeaux.  When  he  returned  to  the  United 
States,  he  was  discharged  from  the  army  as  a 
Captain. 

Dr.  Durham  married  Elizabeth  Spratt  of  Fort 
Mill  in  1921  after  returning  to  Columbia  to  resume 
his  medical  practice.  He  served  as  Medical  Director 
of  the  United  States  Veteran’s  Bureau  in  Columbia 
from  the  time  of  its  organization  (c.  1921)  until  the 
completion  of  the  Veteran’s  Hospital  in  1932. 
Pursuing  his  interest  in  surgery,  Dr.  Durham  served 
as  Dr.  Julius  H.  Taylor’s i assistant  for  seven  or  eight 
years. 

Dr.  Robert  B.  Durham,  the  President  of  the  South 
Carolina  Medical  Association  in  1949,  was  active 
in  organized  medicine  through  most  of  his  career, 
serving  in  several  capacities,  including  delegate 


from  his  home  society  to  the  State  Medical 
Association  and  Chairman  of  the  Board  of  Censors 
of  the  Columbia  Medical  Society  as  well  as 
President  of  the  Columbia  Medical  Society  in  1938. 
In  his  SCMA  presidential  address  in  May  of  1949, 
Dr.  Durham  voiced  concerns  about  the  shortage  of 
general  practice  physicians,  especially  in  rural  areas 
of  the  state;  the  system  of  training  for  medical 
specialties;  socialized  medicine;  and  the  view  of 
physicians  in  their  communities.2 

Dr.  Durham  and  his  wife  made  their  home  in 
Columbia  until  1933  when  they  built  their  first 
“Sleepy  Hollow”  off  Platt  Springs  Road.  This 
property  was  taken  over  by  the  Army  Air  Corps 
for  an  Officers’  Club  during  World  War  II.  They 
lived  at  the  Columbia  Hotel  until  they  built  their 
second  “Sleepy  Hollow”  on  a 60  acre  tract  where 
he  died  October  1957. 

Dr.  Durham  was  quoted  in  an  interview  a year 
after  his  retirement  in  1955,  “. . . I love  to  work. . 
. always  have.  You’ve  got  to  work  in  this  world. 
Nothing  comes  to  those  who  sit  down  and  wait.”3 

Jane  McCutchen  Brown,  Curator 
Waring  Historical  Library 
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Letters  to  t(;e  Editor 


Dear  Sir: 

As  a native  South  Carolinian  and  a practicing 
orthopedic  surgeon  in  a rural  part  of  South  Caro- 
lina, I was  extremely  disappointed  and  angered  at 
the  March  1999  Journal  of  the  South  Carolina 
Medical  Association. 

Physicians  such  as  myself  have  dedicated  our 
lives  to  taking  care  of  all  people  in  rural  areas.  We 
take  care  of  the  poor  and  the  African  American.  In 
our  community,  people  are  treated  equally.  We  are 
people  of  action  and  not  of  words. 

If  the  intent  of  your  journal  is  to  create  good 
will  and  dialogue  between  physicians,  you  are 
headed  in  the  opposite  direction. 

If  this  is  the  best  that  your  journal  can  do,  please 
cancel  my  subscription. 

Name  withheld 


In  response: 

The  symposium  issue  was  sponsored  by  the 
SCMA’s  Etlrics  Committee.  I do  not  think  that  the 
authors  meant  to  imply  that  disparities  in  health 
status  are  largely  due  to  racial  discrimination.  As 
pointed  out  in  my  editorial,  I,  too,  would  protest 
any  such  insinuation.  All  of  us  should  strive  to  treat 
everyone  alike,  and  you  are  certainly  to  be  com- 
mended for  maintaining  this  standard  in  your  own 
practice. 

— CSB 

Dear  Sir: 

As  a liver  transplant  recipient  (November  1991) 
and  Chairman  of  the  SCMA  Task  Force  on  Organ 
& Tissue  Donation  Education,  I would  like  to  pro- 
vide some  additional  comments  to  Dr.  Robert  M. 
Sade’s  article:  “Transplantation,  The  Organ  Gap, 
and  Race.” 

The  field  of  transplant  medicine  is  relatively 
new.  Although  the  first  corneal  transplant  was  per- 
formed in  1905  and  the  first  kidney  transplant  in 
1954,  it  was  not  until  the  mid  1980s  with  the  intro- 


duction of  new  immunosuppressant  medication 
combinations  did  transplantation  start  to  grown  and 
become  an  accepted  treatment  for  a variety  of  end 
stage  organ  diseases.  Prior  to  this  time,  it  was  con- 
sidered largely  experimental.  Patient  and  graft  sur- 
vival rates  were  low,  not  approaching  the  97  percent 
rate  for  living  related  kidney  transplants  just  15 
years  later.  With  better  immunosuppressants,  in- 
creased knowledge  and  improved  surgical  tech- 
niques, the  field  of  transplant  medicine  has  grown. 
There  are  now  272  transplant  centers  in  the  United 
States  performing  more  than  20,000  solid  organ 
transplants  a year. 

In  1988,  the  United  Network  for  Organ  Sharing 
(UNOS-a  private  nonprofit  corporation  under  con- 
tract to  the  federal  government  to  maintain  the  na- 
tional waiting  list)  listed  10,964  patients  awaiting 
a vital  organ  transplant.  Today,  65,733  are  waiting 
including  635  South  Carolinians! 

Although  both  the  field  of  transplantation  and 
the  national  waiting  list  have  grown,  the  acceptance 
of  the  need  for  organ  and  tissue  donation  by  the 
general  public  has  not  resulted  in  a significant  in- 
crease in  organ  donors  over  the  last  five  years.  This 
has  resulted  in  an  extreme  shortage  of  available 
organs  and  tissues  for  transplantation.  It  is  also  in- 
teresting that  in  transplant  recipient  families  who 
have  experienced  life  saving  organ  transplantation, 
only  28  percent  of  recipient  family  members  have 
signed  organ  and  tissue  donor  cards  as  compared 
to  the  general  population  of  22  percent  who  have 
voluntarily  done  so. 

Have  all  educational  efforts  failed  to  improve 
donation?  This  is  difficult  to  answer  in  specific 
terms  or  statistics  but  statistics  do  exist  that  where 
there  is  a concerted  effort  made  at  public  educa- 
tion, there  has  been  an  increase  in  donation. 

Two  programs  have  definitely  improved  organ 
donation.  First,  the  state  of  Illinois’  Life  Goes  On 
program  initiated  in  1992,  has  raised  $2  million 
per  year  for  public  educational  programs  promot- 
ing organ  and  tissue  donation.  The  Regional  Or- 
gan Bank  of  Illinois  (ROBI)  has  had  a 30  percent 
increase  in  organ  and  tissue  donation  since  1992. 
Many  factors  have  led  to  this  increase  but  the  edu- 
cational program  has  certainly  had  a major  impact. 
Prior  to  1992, 22  percent  of  the  state  residents  were 
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registered  as  organ  and  tissue  donors — presently 
43  percent  participate. 

The  state  of  Kentucky’s  Trust  For  Life  program 
initiated  in  1993,  has  raised  $300,000  annually  for 
similar  educational  programs.  The  Kentucky  Or- 
gan Donor  Affiliates  attribute  an  increase  of  53 
percent  in  organ  donation  in  their  service  area  to 
the  educational  program.  Forty  eight  percent  of  the 
state’s  population  contributes  to  this  initiative. 

In  our  state,  the  South  Carolina  Lions  Clubs  have 
been  promoting  eye  or  corneal  donation  education 
for  more  than  20  years.  Through  their  educational 
efforts,  we  meet  the  need  for  corneal  donations  and 
this  year,  we  will  most  likely  surpass  the  state’s 
need  and  will  be  able  to  supply  others  in  the  United 
States  and  abroad  with  the  gift  of  sight! 

Educational  efforts  take  five  to  15  years  to  in- 
fluence the  public  as  well  as  the  medical  commu- 
nity. Sadly,  organ  and  tissue  donation  education  is 
incorporated  in  only  one  third  of  our  medical 
schools.  Is  it  discussed  in  either  of  our  two  medi- 
cal schools?  How  do  we  expect  the  general  public 
to  accept  donation  when  many  in  the  medical  pro- 
fession know  little  about  the  donation  process  and 
are  unable  to  answer  questions  to  the  many  mis- 
conceptions pertaining  to  it! 

Have  state  laws  influenced  the  donation  rate? 
Pennsylvania’s  Act  102  signed  into  law  in  1995, 
which  requires  all  hospital  deaths  to  be  reported  to 
the  local  organ  procurement  organization  (OPO), 
has  resulted  in  a 40  percent  increase  in  available 
organs.  There  has  been  an  increase  of  20  percent 
of  donated  musculoskeletal  tissue  and  corneal  do- 
nations exceed  the  present  demand  in  the  OPO’s 
service  area.  This  law  has  been  so  successful  in 
increasing  donation  that  the  Department  of  Health 
and  Human  Services  (HHS)  has  issued  regulations 
to  all  participating  Medicare  and  Medicaid  hospi- 
tals that  are  very  similar  to  Pennsylvania  Act  102. 
These  regulations  were  federally  mandated  effec- 
tive August  1998.  HSS  is  hoping  that  this  will  in- 
crease available  organs  and  tissues  by  20  percent. 

The  African  American  community  does  indeed 
suffer  from  end  stage  renal  failure  at  a higher  rate 
than  Caucasians.  In  South  Carolina,  73  percent  of 
those  registered  for  a kidney  transplant  are  Afri- 
can Americans!  (UNOS  statistics  22  March  1999.) 

Will  directed  donation  by  the  African  Ameri- 
can community  solve  this  problem?  Directed  do- 
nation— a donor  family  or  the  donor  prior  to  death 


specifies  the  characteristics  of  the  recipient  in  terms 
of  “local  or  national”  distribution,  younger  or  older 
age,  membership  in  certain  organizations  or 
churches  and  the  like”  (original  article).  Race,  re- 
ligion, gender  or  financial  status  could  come  un- 
der “...and  the  like.”  Directed  donation  can  be  a 
double-edged  sword.  The  Ethics  Committee  of 
UNOS  in  November  1994  stated,  “donation  of  or- 
gans in  a manner  which  discriminates  for  or  against 
a class  of  people  is  unethical  and  may  not  ethically 
be  accepted  by  UNOS  members  or  transplant  pro- 
fessionals. Directed  donation  to  classes  of  individu- 
als based  on  race,  national  origin,  religion,  gender, 
or  similar  characteristics  undermines  society’s  con- 
fidence in  the  practice  of  transplantation.”  If  do- 
nated organs  do  not  match  the  specific  requirements 
of  the  donor  family  or  the  donor,  the  organs  that 
could  be  used  to  prolong  the  life  of  another  indi- 
vidual would  be  lost.  What  a waste ! We  cannot  af- 
ford to  lose  such  valuable  resources  with  the 
demand  being  so  great.  If  we  lived  in  a perfect 
world,  directed  donation  could  be  considered. 
However,  we  do  not.  We  have  to  deal  with  human 
biases  and  prejudices.  Directed  donation  can  be 
viewed  as  a violation  or  contradiction  to  civil  rights. 
Directed  donation  itself  can  be  a form  of  discrimi- 
nation. Approximately  60  percent  of  kidneys  trans- 
planted into  African  Americans  are  from 
Caucasians.  Prejudice  by  directed  donation  con- 
ceivably could  lead  to  fewer  African  Americans 
receiving  kidney  transplants ! 

Financial  incentives  remain  a viable  option  to 
increase  donation  of  organs.  Such  payments  how- 
ever are  presently  against  the  National  Organ  Trans- 
plant Act  of  1984  and  before  any  pilot  project  is 
proposed,  federal  law  would  have  to  be  rescinded. 
“ Financial  Incentives  for  Organ  Donation , ” pre- 
pared by  the  UNOS  Ethics  Committee,  available 
on  the  internet  site  www.unos.org,  was  circulated 
for  informational  purposes  and  to  stimulate  dis- 
cussion of  a very  important  subject.  The  Board  of 
Directors  did  not  adopt  it  as  policy.  In  concluding 
the  committee  states,  “until  supportive  data  become 
available.... the  feasibility  and  effect  of  financial 
incentives  for  organ  donation  remain  questionable. 
Ultimately,  only  if  and  when  financial  incentives 
for  organ  donation  are  widely  accepted  as  differ- 
ent from  the  purchase  of  organs,  can  this  alterna- 
tive be  proposed  as  preferable  to  the  current  system 
of  altruistic  organ  donation.”  The  various  proposed 
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financial  incentives  for  increasing  donation  will 
continue  until  federal  law  is  changed  or  it  is  tested 
in  federal  court. 

Since  I have  become  involved  in  promoting  or- 
gan and  tissue  donation,  one  factor  has  always  come 
to  the  forefront.  How  many  brain  dead  individuals 
are  actually  available  for  possible  organ  donation? 
Figures  have  ranged  from  a high  of  25,000  to  a 
low  of  10,000  per  year.  Using  either  figure,  our 
present  donation  rate  ranges  from  20  percent  to  50 
percent  of  available  donors.  We  may  be  able  to 
improve  on  these  by  20  percent  as  the  federal  gov- 
ernment hopes.  But  will  we  ever  be  able  to  obtain 
sufficient  organs  for  transplantation? 

We  must  continue  to  look  at  other  means  of  pro- 
viding organs  for  transplantation.  Research  must 
continue  in  xenotransplantation  and  the  productions 
of  organs  from  embryonic  cells.  It  is  only  by  these 
additional  sources  will  we  be  able  to  meet  the  ever 
growing  demand  for  organs. 

Lawrence  F.  McManus,  MD 
Chairman,  SCMA  Task  Force  on  Organ  & 
Tissue  Donation  Education 
1463  Circle  H Woods 
Prosperity,  SC  29127 

The  above  letter  was  forwarded  on  to  Dr.  Robert  Sade 
and  the  following  is  his  response: 

Dear  Sir: 

No  one  understands  the  need  for  organs  and 
tissues  nor  appreciates  the  supreme  value  of 
donation  more  than  Dr.  McManus,  a liver 
transplant  recipient  and  director  of  the  Gift  of  Life 
Trust  Fund.  From  his  comments,  it  is  apparent  that 
he  and  I are  singing  the  same  song,  though  perhaps 
we  are  on  different  pages.  I agree  with  nearly 
everything  he  has  said,  but  wish  to  emphasize 
some  key  points. 

There  is  no  question  that  educational  efforts  can 
improve  donation  rates.  They  have  led  nationally 
to  an  increase  in  donation  rates  of  about  five 
percent  a year  over  the  last  ten  years.  Despite 
vigorous  educational  efforts,  however,  the  supply 
of  organs  falls  far  short  of  the  need.  This  year, 
nearly  5,000  people  will  die  waiting  for  an  organ 
that  never  came.  Only  about  a third  of  medically 


suitable  organs  are  donated;  the  rest  are  buried. 
There  is  also  no  doubt,  as  Dr.  McManus  points  out, 
that  state  laws  can  influence  donation  rates,  but 
again,  such  laws  have  failed  to  increase  donation 
rates  enough  to  keep  pace  with  the  need  for  organs. 

Dr.  McManus  correctly  quotes  the  Ethics 
Committee  of  UNOS  as  having  said  “donation  of 
organs  in  manner  which  discriminates  for  or 
against  a class  of  people  is  unethical  . . .”  My 
contention  is  that  this  statement  is  off  the  mark  and 
is  based  on  a narrow  understanding  of  ethics  and 
social  justice.  As  a society,  we  do  not  find  it 
unethical  nor  have  we  made  it  illegal  for  people  to 
bequeath  their  worldly  goods  to  specified 
individuals  or  to  institutions.  No  sustainable 
arguments  have  ever  been  made  to  show  that 
organs  should  be  treated  differently  from  other 
valuable  gifts.  Moreover,  there  is  no  evidence  to 
answer  the  question  of  whether  or  not  directed 
donation  will  increase  donation  rates  in  general, 
particularly  those  of  minorities.  There  never  can 
be  such  evidence  until  we  are  willing  to  make  the 
effort  to  study  the  question  by  activating  such  a 
policy  as  a pilot  program. 

Dr.  McManus  is  also  quite  correct  in  quoting 
the  UNOS  board  of  directors:  “until  supportive 
data  become  available  ...  the  feasibility  and  effect 
of  financial  incentives  for  organ  donations  remain 
questionable.”  Of  course  this  is  true,  but  how  can 
supportive  data  become  available  unless  we  are 
willing  to  do  the  needed  investigations?  There  is, 
on  the  other  hand,  a good  deal  of  indirect  evidence 
that  financial  incentives  for  organ  donation  could 
supply  all  the  organs  needed  for  all  patients 
currently  on  waiting  lists.  The  transplant  and 
bioethics  communities  have  remained  unwilling 
even  to  do  a pilot  study  to  develop  data  on  this 
question. 

Xenotransplantation  and  in-vitro  growth  of 
organs  are  exciting  possibilities  for  decreasing  the 
mortality  rate  from  end  organ  failure,  but  remain 
far  in  the  future.  Our  friends  and  neighbors  are 
dying  today  because  of  lack  or  organs.  We,  as  a 
caring  society,  owe  it  to  ourselves,  our  families, 
friends,  and  fellow  citizens  to  investigate  all 
possible  avenues  for  increasing  the  available 
number  of  organs.  We  should  not  be  diverted  by 
statements  from  ethics  committees  or  other 
“experts”,  however  impressive  their  credentials, 
when  they  fail  to  provide  good  reasons  for  labeling 


Volume  95  • July  1999 


281 


reasonable  programs  “unethical.” 

Educational  programs  to  motivate  people  to 
donate  for  the  public  good  are  undoubtedly  the 
most  important  route  to  increasing  availability  of 
organs  for  transplantation.  Dr.  McManus  has 
done  more  than  any  one  person  to  advance  such 
educational  goals  in  South  Carolina.  Perhaps  he 
would  agree,  though,  that  other  motivations  for 
donation  are  also  acceptable  and  should  be 


investigated,  particularly  when  so  many  lives  hang 
in  the  balance. 

Robert  M.  Sade,  MD 

Professor  of  Surgery,  MUSC 

Director,  Institute  of  Human  Values  in 

Health  Care 

171  Ashley  Avenue 

Charleston,  SC  29425 


Our  Island  is  Board  Certified 
in  Peace  and  Quiet... 


Dewees  is  a private,  oceanfront  island  minutes 
from  Historic  Charleston,  SC.  A wide,  natural 
beach  stretches  for  2'/ 2 miles;  65  percent  of  the 
island  is  in  permanent  conservation;  a community 
limited  to  1 50  homesites  ever. 

Come  explore  Dewees  soon! 

Call  1-800-444-7352 

or  (843)  886-8783 
www.deweesisland.com 

Dewees  Island  Real  Estate,  Inc. 

Eddie  Weekley,  BIC 

Obtain  the  Property  Report  required  by  Federal  law  and  read  it  before  signing  anything. 
No  Federal  agency  has  judged  the  merits  or  value,  if  any,  of  this  property.  N.J.E.  6-96-3/2 


Dewees 

island 


A PRIVATE,  OCEANFRONT 
ISLAND  RETREAT 
DEDICATED  TO 

ENVIRONMENTAL  PRESERVATION 
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“PREGNANT  PAUSE”  HEALTH  PROJECT 


“Pregnant  Pause”  is  a project  designed  to  educate  people  about  Fetal 
Alcohol  Syndrome.  “Pregnant  Pause”  was  developed  and  first  initiated 
by  Florence  County  Coalition  for  Alcohol  and  other  Drug  Abuse  Pre- 
vention. South  Carolina  Medical  Association  Alliance  has  embraced  this 
important  issue,  and  has  vowed  to  promote  awareness  statewide. 

Specifically  targeted  groups  are: 

1.  Women  who  are,  or  may  become  pregnant. 

2.  Alcohol  beverage  servers  and  those  who  prepare  drinks. 

3.  Men  whose  partners  are,  or  may  become  pregnant. 

4.  Managers  of  establishments  that  serve  alcohol  to  the  public. 

The  project  centerpiece  is  a nonalcoholic  drink  recipe  competition.  Area  establishments  that  serve 
alcohol  are  invited  to  submit  nonalcoholic  drink  recipes  and  prepare  them  for  pregnant  participants. 
Prizes  for  the  tastiest  drinks  are  awarded,  physician  speakers  address  Fetal  Alcohol  Syndrome  prob- 
lems, and  alcohol  beverage  servers  are  alerted  to  the  importance  of  an  alcohol-free  pregnancy. 

Brochures  have  been  developed  and  are  available  for  distribution.  Following  are  a few  examples 
from  the  brochure: 

1.  FAS  characteristics  include  abnormal  facial  features;  a thin  upper  lip  and  flattened 
cheek  bones,  while  the  groove  between  the  nose  and  upper  lip  is  flattened  or  absent, 
and  slow  growth  (both  before  and  after  birth.) 

2.  FAS  can  cause  attention  deficit  and  hyperactivity  disorder,  learning  disabilities,  and 
problems  with  daily  living  skills. 

3.  No  amount  of  alcohol  has  been  proven  safe  to  consume  at  any  time  during  pregnancy. 

4.  The  good  news  is. ..Fetal  Alcohol  Syndrome  is  100%  preventable.  Simply  abstain 
from  alcohol  use  during  your  pregnancy.  Remember,  a drink  anytime  during  your 
pregnancy  could  lead  to  a lifetime  of  hurt  for  your  child.  If  you’re  pregnant,  take  a 
break  from  drinking.  You’ll  be  giving  your  baby  a break,  too. 

County  alliances  are  being  encouraged  to  stage  an  awareness  event.  Programs  can  be  tailored  to  the 
size  and  resources  of  the  counties.  Our  goal  is  to  publish  and  distribute  a “Pregnant  Pause”  booklet  in 
honor  of  Doctors'  Day,  2000.  This  handy  booklet  will  contain  nonalcohol  drink  recipes  and  basic  facts 
about  Fetal  Alcohol  Syndrome.  County  alliances  will  be  asked  to  hand  out  these  booklets  to  local 
restaurants  and  lounges.  Alliances  will  urge  these  establishments  to  feature  the  nonalcoholic  drinks  on  their 
menus  (Valentine’s  Day,  Mother's  Day,  monthly  specials,  etc.)  Please  support  us  as  we  take  on  this  impor- 
tant health  issue. 


to  end  fetal  alcohol  syndrome 


Shirley  Meiere 

SCMAA  President,  1999-2000 
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ALLERGY  & IMMUNOLOGY,  CHILD  AND 
ADOLESCENT  PSYCHIATRY,  DERMATOL- 
OGY, FAMILY  PRACTICE,  GENERAL  SUR- 
GERY, ONCOLOGY,  OTOLARYNGOLOGY: 

Practice  opportunities  exist  in  local  medical  facili- 
ties and  with  private  practice  groups  in  Orangeburg 
County  for  experienced  practitioners  and  graduating 
residents/fellows.  All  positions  include  salary  or 
minimum  net  income  guarantee  and  a relocation  al- 
lowance. Located  at  the  junction  of  1-26  and  1-95,  35 
minutes  to  Columbia  and  70  minutes  to  Charleston. 
Area  known  for  its  gardens,  golf,  hunting  and  fish- 
ing (Lake  Marion).  Achieve  financial  success  in  a 
non-competitive  environment  while  enjoying  a su- 
perior quality  of  life.  Contact  Dr.  Chermol,  The  Re- 
gional Medical  Center  at  (800)  866-6045. 

MEDICAL  BILLING  SERVICES:  Wright’s 
Health  Care  Service , a complete  electronic  billing 
service  designed  to  meet  all  your  medical  billing 
needs.  Contact  (803)  788-0903  for  a personal  analy- 
sis of  your  practice. 
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Think  We  Say  “Aim  High”? 

Experience  the  best  of  everything.  Best 
facilities.  Best  benefits.  Outstanding 
opportunities  for  travel,  30  days  vacation 
with  pay,  training  and  advancement. 

For  an  information  packet  call 

1-800-423 -USAF 

or  visit  www.airforce.com. 

You'll  see  why  we  say,  “Aim  High." 
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'Matters  of  Interest 
to  South  Carolina 
Physicians.  yy 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


HAVE  YOU  UPDATED  YOUR  TERM  LIFE  INSURANCE? 

Premiums  Today  Are  Much  Lower  Than  Even  2 Years  Ago 

There  have  been  substantial  decreases  in  premiums  for  term  life  insurance  recently.  Premiums  today 
may  be  lower  than  they  were  just  one  or  two  years  ago.  if  you  have  term  insurance,  you  should  take 
advantage  of  these  lower  premiums.  Due  to  new  legislation,  these  premiums  may  not  be  available  much 
longer. 

New  term  insurance  legislation  (Regulation  XXX)  will  be  effective  January  1, 2000.  This  legislation  will 
negatively  affect  the  price  of  term  insurance  purchased  after  its  effective  date.  Regulation  XXX  has  been 
pending  for  a number  of  years  and  was  first  planned  to  be  effective  on  January  1 , 1 996. 

When  that  effective  date  didn’t  happen,  the  assumed  effective  date  was  rolled  forward;  first  to  1997,  then 
to  1998,  1999  and  finally  2000.  Recent  adoptions  make  the  year  2000  effective  date  concrete.  As  the 
effective  date  rolled  forward,  companies  fought  for  market  share  by  continuously  reducing  premiums. 

The  decrease  in  premiums  really  accelerated  in  1998  and  1999. 

The  companies  also  began  offering  term  policies  with  level  premiums  lasting  many  years.  Policies  with 
level  premiums  for  10,  15,  20,  25,  and  even  30  years  are  now  available.  Premiums  have  decreased  so 
much  that  premiums  for  20-year  term  today  are  about  what  they  were  for  10-year  term  only  a few  years 
ago. 

Companies  also  developed  more  underwriting  classes.  At  the  beginning  of  the  decade,  insureds  were 
classified  either  as  “smokers”  or  “non-smokers”.  Most  companies  today  offer  at  least  “standard”  and 
“preferred”  risk  classes  while  some  also  offer  a “preferred-plus”  class. 


The  insured  must  be  healthy  to  qualify  for  any  of  these  classes.  The  requirements  are  more  stringent  to 
qualify  for  preferred  rather  than  standard  and  even  more  so  to  qualify  for  preferred-plus.  Estimates  are 
that  approximately  50%  of  healthy  applicants  will  qualify  as  standard,  35%  as  preferred,  and  15%  as 
preferred-plus. 

The  following  premiums  serve  as  guidelines  for  the  various  risk  classes.  They  are  examples  only  and  do 
not  represent  any  one  company’s  products.  Premiums  are  for  $1 ,000,000  of  20-Year  Term  for  an  insured 
who  has  not  used  tobacco  for  at  least  3 years: 


1 

Age  40 

Age  50 

Age  60] 

Standard 

$1,600 

$3,300 

$8,200 

Preferred 

$1,100 

$2,600 

$6,300 

Preferred  Plus 

$900 

$2,200 

$5,400 

These  premiums  clearly  demonstrate  the  importance  of  being  in  the  best  risk  class  for  which  you  qualify. 
Underwriting  decisions  vary,  so  an  applicant  who  is  a standard  risk  with  one  company  may  very  well 
qualify  as  a preferred  risk  with  another. 

The  advice  of  a knowledgeable  agent  who  is  familiar  with  the  underwriting  practices  of  various  companies 
is  vital  to  help  you  through  this  maze.  Be  aware  that  the  company  with  the  lowest  premium  does  not 
necessarily  offer  the  best  value.  There  are  many  factors  other  than  price  that  you  should  consider. 

Regulation  XXX  will  have  a negative  impact  on  the  pricing  and  features  of  term  policies  purchased  after 
its  effective  date.  These  higher  premiums  and/or  shorter  guarantees  make  today  the  best  time  to  re- 
evaluate your  term  life  insurance  needs.  Your  window  of  opportunity  may  be  very  short. 


Views  expressed  herein  are  those  of  the  authors  and  in  no  way  represent  SCMA.  We  do  not  give  tax  advice.  Only  your 
attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Saving  the  members  of  the  South  Carolina  Medical  Community. 

P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 
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To  reach  your  local  office,  call  800-344-1899. 
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What  can  a map  tell  you  about  a computer  system? 


More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably 

For  example,  it  might  show  how  a 
16-year  commitment  to  'Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross /Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 


€®ninipifflSystems 

inc. 

Carolina  Research  Park  • One  Science  Court 
Columbia,  SC  29203-9356 

800-800-6472  • 803-735-7700 
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Practice  Clinical 

Management  System 

‘P/CMS’ 


Microsoft  Windows  & 
Windows/NT 


Whether  it  be  their  smiling  faces  or  pictures 
and  images  that  provide  an  all  encompassing 
assessment  of  their  medical  records  and 
history,  Fox  Meadows  ‘P/CMS’  makes  it  all 
accessible  at  the  touch  of  a button. 


/ Clinical  Reporter  - User: jo  pcare 


File  £<B  View  Sections  Dictation  Help 


Using  easily  accessible  & maintainable 
industry  standards  such  as  Microsoft 
Windows  and  FoxPro  DBMS,  Fox 
Meadows  has  a suite  of  ready  to  use 
application  software  to  run  any  and  all 
aspects  of  a medical  or  clinical  practice. 
The  system  can  easily  be  customized 
providing  immediate  results. 


risix^ 

< di$cr€ie>  CTRUALT  tuns  microphone  on 


Plan  Signature 
Section]  Section  ] 

Patient  Info  1 Subjective!  Past  HistorJ  Objective  Assessment] 


jessment] 
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Say  "Patient  Name"  PATIENT  NAME 
Patient  ID  or  Chart  Number?  PATIENT  ID 
Say  "SSN"  SSN 

Say  "Date  of  Birth"  DATE  OF  BIRTH 

Say  "Insurance".  INSURANCE 

Say  "Demographics".  DEMOGRAPHICS 


new-ieport  etetete-that  omt-tNs 


next-item  (take-ihe-default) 


pririt-and-save  signature 


What  Can  I Sav 


demographics 
Palienl  Information 
patient  name 
patient  data 
chart  number 
date  of  birth 
patient  ID 
demographics 
visit  date 
SSN 

Social  Security  Number 
insurance 

secondary  insurance 
interconnect  commands 
Sections 
Variable  Setup 
commands 


Speak  to  your  computer  and  save  time,  monthly 
transcription  fees,  and  errors  and  omissions.  Do 
Chart  Notes  using  Lernout  & Hauspies  voice 
recognition  system  and  medical  dictionary. 
Lernout  & Hauspie  is  one  of  the  premier  providers 
of  voice  recognition  technologies  and  is  a valued 
business  alliance  of  Fox  Meadows. 


P/ CMS  Software  includes: 

A/R  management,  appointment  scheduler,  diary  notes,  Y2K  ready,  electronic  claims  & 
statements,  supports  primary,  secondary,  tertiary,  Worker’s  Comp.  & auto,  insurance.  System 
includes  Medicare  correct  coding  initiative  (CCI)  & evaluation  management  edits. 


Fox  Meadows  Software  LTD. 

800  754-7213  or  803  736-8000 
www.foxmeadows.com 
* Call  for  our  free  multi-media  demo  CD  * 
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Lernout  & Hauspie 
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REGISTER  NOW!! 

The  South  Carolina  Medical  Management  Association 

Annual  Conference 

September  22-24,  1999 
The  Greenville  Hyatt 
Greenville,  South  Carolina 
(864)  235-1234 
for  hotel  reservations 

For  participant  and  exhibitor  registration  materials,  write  to: 
Tara  Smith,  SCMMA 
P.O.  Box  11188 

Columbia,  South  Carolina  29211 
or  visit  our  website  at  www.scmma.com 

Memberships  available  for  active,  affiliate,  and  corporate  members. 


For  further  information,  please  contact 
Cindy  South,  Executive  Director,  at  (803)  540-1090. 


South  C 


AROLINA  OPINE  OOCIETY 


s 


«^gSQC^» 

Announces  Annual  Meeting 
October  9,  1999 

Charleston  f) lace  ^otel 
Charleston/  ^$C 


We  invite  all  Neurosurgeons,  Orthopaedic  Surgeons,  Physiatrists,  Pain  management 
Specialists,  Neuro-radiologists  and  Primary  Care  Physicians  interested  in  the 

management  of  Spinal  Disorders. 


For  details  contact: 


Debra  Green 

Office  (843)  876-0852  Fax  (843)  876-1352 
E-Mail : greend@musc . edu 
Deadline:  September  10,  1999 


President 

BRIAN  G.  CUDDY,  MD 
OFFICE:  (843)  792-6393 
E-MAIL:  cuddyb@musc.edu 


President-Elect 
LEONARD  E.  FORREST,  MD 
OFFICE:  (843)849-1551 
E-MAIL:  carolinaspine.com 


Secretary/T reasurer 
RICHARD  C.  HOLGATE,  MD 
OFFICE:  (843)884-4671 
E-MAIL:  magnaut@aol.com 
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IS  IT  GOOD  FOR  MEDICINE? 


The  AMA,  at  its  Annual  Meeting  in  Chicago  on  June  20-24,  made  some  significant  decisions  that  may  affect  each 
of  us  in  the  next  few  years.  Of  course  I am  talking  about  the  decision  to  develop  an  affiliated  national  labor 
organization  to  represent  employed  physicians  and  where  allowed,  residents.  Collective  bargaining  is  what  this  is 
all  about.  It  will  apply  to  physicians  who  are  employed  by  managed  care  organizations,  insurance  companies, 
hospitals  and  a few  other  entities. 

Specifically,  this  decision  will  allow  physicians  who  are  authorized  under  state  law  to  collectively  bargain.  This 
action  is  in  response  to  the  frustration  that  many  physicians  are  feeling  about  the  current  system  of  managed  care. 
While  the  South  Carolina  delegation  did  not  vote  in  the  affirmative,  the  South  Carolina  Medical  Association  will 
have  to  consider  the  decision  and  decide  how  it  will  respond. 

A few  days  prior  to  the  AMA  Meeting,  Governor  George  Bush  of  Texas  signed  into  state  law  a bill  that  would 
allow  this  to  occur  in  Texas.  A passionate  plea  was  made  by  the  Texas  delegation  to  follow  this  route  in  order  to 
achieve  on  a state-by-state  basis  what  had  been  accomplished  in  their  state.  This  approach  was  preferable  to  the 
South  Carolina  delegation,  but  the  majority  of  the  House  of  Delegates  felt  differently. 

Were  there  any  real  winners  in  this  decision?  I suppose  we  could  make  a good  case  for  those  physicians  who  are 
so  prohibited  from  making  decisions  by  the  bureaucratic  contracts  under  which  they  work  that  patient  care  is 
jeopardized.  I suppose  we  could  make  a good  case  for  those  house  staff  physicians  who  work  in  hospitals  with 
high  service  load,  little  education  and  poor  pay.  I’m  sure  there  are  others  that  we  will  identify  in  the  weeks  and 
months  to  come  that  will  be  winners  in  all  of  this. 

Labor  organizations  are  traditionally  thought  of  as  those  who  go  on  strike  when  discussions  become  nonproduc- 
tive. The  AMA  stands  firmly  behind  the  premise  that  physicians  will  not  strike!  We  must  reassure  our  patients 
that  physicians  will  not  leave  them  without  care. 

Another  highlight  of  the  meeting  was  the  introduction  of  “Is  it  good  for  medicine?,”  a major  initiative  on  health 
care  from  the  AMA.  You  will  be  hearing  more  about  this  in  the  months  to  come.  But  I ask  you  now — is  it  good  for 
medicine?  With  this  issue,  time  will  tell. 

In  conclusion,  one  additional  highlight  that  is  truly  good  for  medicine — our  own  Dr.  Randy  Smoak  of  Orangeburg 
was  elected  president-elect.  He  will  be  the  first  South  Carolinian  selected  to  the  office  of  president  and  will  be 
installed  at  the  Annual  Meeting  in  2000.  We  are  all  very  proud  of  Randy  and  know  that  he  will  serve  us  well! 
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MEDICAID  UPDATE 


Removal  of  Administrative  Fee  From  Injectable  Drugs 

Effective  with  dates  of  service  on  or  after  June  1,  1999, 
the  Department  of  Health  and  Human  Services  (DHHS) 
removed  the  $2.00  administration  fee  from  all  injectable 
drug  codes,  which  previously  had  this  built-in  reimburse- 
ment. Providers  should  bill  the  appropriate  drug  code(s) 
in  addition  to  90782  for  the  administration  of  each  injec- 
tion. Code  90782  includes  the  syringe,  needle,  and  ad- 
ministration of  the  drug.  If  you  have  questions,  please 
contact  Ms.  Penny  Faulkenberry,  R.N.,  at  (803)  898-2665. 


Allergen  Immunotherapy 

Effective  June  1,  1999,  Medicaid  changed  from  its  tradi- 
tional billing  procedures  for  Allergen  Immunotherapy  ser- 
vices. As  on  June  1,  Medicaid  reimbursement  for  these 
services  is  based  on  the  description  by  CPT.  It  will  be 
important  to  follow  the  individual  CPT  description  of  each 
procedure  code,  relating  to  these  services,  to  determine 
whether  billing  by  dose  or  vial.  Contact  your  Medicaid 
program  manager  at  (803)  898-2660  if  you  have  specific 
questions. 


Hyperbaric  Oxygen  Therapy 

DHHS  has  adopted  the  new  coverage  criteria  published 
by  Medicare  for  the  Hyperbaric  Oxygen  Therapy  (HBO). 
The  policy  has  been  revised  to  clarify  covered  conditions, 
to  clarify  physicians  supervision  requirements  for  con- 
stant attendance  in  all  sites  of  service,  and  to  establish 
credentialing  requirements  that  must  be  met  to  qualify 
for  payment. 


HIGHLIGHTS  OF  THE  JULY  28, 1999, 

SCMA  BOARD  OF  TRUSTEES  MEETING 

Jerry  R.  Powell,  M.D.,  Appointed  Secretary  of  SCMA  Board  of  Trustees 

At  the  September  28  board  meeting,  Jerry  R.  Powell,  MD,  was  elected  by  acclamation  to  fill  the  unexpired  seat 
of  Richard  E.  Ulmer,  MD,  who  resigned  in  May.  Dr.  Powell  is  a surgeon  practicing  in  Anderson. 

SCMA  Board  Looks  at  Collective  Bargaining  Issue 

The  SCMA’s  preliminary  statement  from  June  23  was  reaffirmed  with  minor  editorial  changes.  In  addition,  the 
board  voted  to  continue  to  study  the  issue,  research  the  number  of  employed  physicians  in  South  Carolina  and 
obtain  information  from  the  AMA  as  needed.  Studying  this  issue  will  first  involve  finding  out  how  many  physi- 
cians in  the  state  it  would  actually  affect.  For  copies  of  the  statement,  please  contact  Dana  Kickey  at  (800)  327- 
1021,  extension  234. 

PAAC  Appoints  New  Member 

Ken  Johnson,  MD,  from  Manning,  has  been  appointed  to  the  Physicians  Advocacy  and  Assistance  Committee. 
Record  Year  for  SCMA  Financial  Services,  Inc.,  and  Physicians  Care  Network 

SCMA  Financial  Services,  Inc.  and  Physicians  Care  Network  both  had  a record  earning  year  this  fiscal  year. 
SCMAFSI  generated  over  1 million  in  commissions  and  plans  to  branch  out  to  offer  other  insurance  products  to 
their  physicians  and  other  clients.  Physicians  Care  Network  also  had  a record  year  as  it  experienced  tremendous 
growth  and  expansion. 


Year  2000  (Y2K)  Preparations 

DHHS  will  be  Y2K  compliant  and  able  to  continue  pro- 
cessing claims  at  the  end  of  the  year.  Their  system  will 
be  adapted  to  comply  with  the  new  year.  It  is  important 
that  you  continue  billing  as  usual  and  not  make  changes 
when  billing  for  Medicaid  reimbursement. 


YOU  CAN  HELP  SAVE  LIVES  THROUGH  ORGAN  AND 
TISSUE  DONATION  IN  SOUTH  CAROLINA 


(jift  of Trust  Fund 
of  South  Carolina 


Did  you  know  that  statistically,  five  percent  of  the  5,475 
members  of  the  SCMA  will  require  a vital  organ  or  tis- 
sue transplant  within  the  next  ten  years  in  order  to  pro- 
long and  improve  the  quality  of  life?  Two  hundred  and 
seventy-three  members  of  the  SCMA  will  require  an  organ  or  tissue  transplafit  in  the  next  ten 
years!  You  could  very  well  be  one  of  those  273!  According  to  today’s  donation  rates,  50  percent 
of  the  273  will  die  while  waiting. 


Did  you  know  that  a South  Carolinian  dies  every  five  days  because  an  organ  is  not  available  because  of  end  stage 
organ  failure?  Did  you  know  that  in  1998,  there  were  more  than  32,000  deaths  in  South  Carolina  but  only  71  organ 
donors,  184  tissue  donors  and  426  eye  donors?  Did  you  know  that  presently  there  are  671  South  Carolinians  on  the 
UNOS  national  list  waiting  for  a vital  organ  transplant? 


There  is  a growing  need  and  interest  to  increase  physicians’  awareness  of  the  need  to  improve  organ  and  tissue 
donation.  In  December  of  1998,  the  American  Medical  Association  launched  its  national  organ  donation  awareness 
program,  “Live  and  Then  Give.”  The  implementation  of  this  program  sends  a clear  signal  that  the  AMA  takes 
seriously  the  urgent  need  to  address  the  shortage  of  organs  available  for  transplantation. 


The  SCMA  has  been  active  in  this  education  process  by  forming  a task  force  on  Organ  and  Tissue  Donation  Educa- 
tion. In  a cooperative  effort  with  the  Gift  of  Life  Trust  Fund  of  SC  (GLTF),  an  educational  program  has  been 
developed  to  inform  the  public  about  the  need  for  and  acceptance  of  organ  and  tissue  donation.  The  GLTF  has  an 
Internet  site  at  www.giftoflife-sc.org  which  includes  a “Question  and  Answer”  page  and  a questionnaire.  The  page 
provides  the  answers  to  the  most  commonly  asked  questions  concerning  organ  and  tissue  donation  and  also  provides 
answers  to  the  new  federal  regulations  which  involve  your  reporting  of  all  in-hospital  deaths  to  the  South  Carolina 
Donor  Referral  Network. 


In  addition,  the  GLTF  has  developed  a brochure  regarding  organ  and  tissue  donation.  In  a cooperative  project  be- 
tween SCMA  and  the  GLTF,  this  information  should  be  displayed  in  every  physician’s  waiting  room  in  our  state.  An 
acrylic  display  holder  and  informational  brochures  are  available  at  no  cost  to  physicians.  How  can  you  help?  Call  the 
Gift  of  Life  Trust  Fund  at  1 -87-PASS  IT  ON  (toll-free  1-877-277-4866)  to  request  information  concerning  this 

(see  Gift  of  Life,  page  4) 


SCMA  WORKSHOPS 

CODING  AND  DOCUMENTATION : CHART  AUDITING 

PUTTING  IT  ALL  TOGETHER  September  30, 1999 


September  16, 1999 


This  full  day  seminar  will  address  many  of  the  most  com- 
mon coding  concerns  for  all  medical  practices.  Looking  at 
areas  that  are  commonly  missed  or  misunderstood,  attend- 
ees will  be  given  practical  solutions  for  ensuring  correct 
reimbursement  while  meeting  government  and  commer- 
cial carrier  requirements.  Register  by  September  6, 1999. 

9:00  a.m.  - 4:00 p.m.;  Registration:  8:30  a.m. 

Columbia,  Clarion  Town  House  Hotel 


This  full  day  seminar  will  address  chart  auditing  as  a 
mechanism  for  compliance  and  improved  reimbursement 
within  your  practice.  The  attendees  will  receive  useful 
information  that  will  aid  them  in  performing  chart  au- 
dits for  their  practice.  Register  by  September  20, 1999. 


9:00  a.m.  - 4:00 p.m.;  Registration:  8:30  a.m. 
Columbia,  SC  Medical  Association  Headquarters 


Space  in  each  workshop  is  limited,  so  be  sure  to  register  early.  If  you  have  any  questions,  please  contact  Mel- 
issa Hamby,  ext.  253,  at  798-6207  in  Columbia,  or  at  (800)  327-1021  statewide,  or  by  e-mail  at 
melissa@scmanet.org. 
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PHYSICIANS  CARE  NETWORK  UPDATE 


Currently,  there  are  8,204  participating  physician  locations,  898  participating  ancillary  locations  and  96  partici- 
pating hospitals.  PCN  has  123  contracted  groups  with  63,952  covered  lives.  We  will  continue  to  provide 
information  as  contracts  are  received. 

NEW  GROUPS:  • AWSA,  Inc.  Auto  Supply  or  ALLPRO;  Charleston; 

• Grove  Medical,  Inc;  Piedmont;  effective  effective  5/1/99 

7/1/99 


• Carolina  Laser  Technology;  Gaffney; 
effective  7/15/99 

• City  of  Liberty;  Liberty;  effective  7/1/99 

• Central  Leasing  Management;  Spartanburg 
effective  7/1/99 

• Gateway  Warehouse;  Spartanburg;  effective 
6/1/99 


TERMINATIONS: 

• The  Provident/Araz  Group;  effective  9/1/99 

• SOLO  Benefit  Fund;  effective  8/20/99 

• Ohio  Heritage;  effective  8/20/99 

• Dempsey  & Associates;  effective  5/1/99 

• Trotter  & Sons;  effective  4/1/99 

• Carolina  Children’s  Home;  effective  7/1/99 


Dr.  David  Dedmon;  Spartanburg;  effective 
7/1/99 

Visiting  Nurses  Association;  Bamberg; 
effective  6/1/99 

Carolina  Center  for  Oral  and  Maxofacial 
Surgery;  Spartanburg;  effective  7/1/99 
Hudson  & Associates;  Spartanburg;  effective 
7/1/99 


Note:  Effective  August  1,  1999,  the  new  address  for  PCN 
claims  is:  PCN , P.O.  Box  101111,  Columbia,  SC  29211  - 
1111. 

If  you  have  questions  about  PCN,  please  contact  Judy 
Legg,  Network  Coordinator,  PCN  at  (803)  798-6207, 
extension  257  or  statewide  at  1-800-327-1021.  You  can 
also  send  an  e-mail  message  to  judy@scmanet.org. 


PHYSICIAN  RECOGNITION  AWARDS 

The  following  SCMA  physicians  are  recent  recipients  of  the  AMA’s  Physi- 
cian Recognition  Award.  This  award  is  official  documentation  of  Continuing 
Medical  Education  hours  earned. 


Robert  McAuley  Alexander,  MD 
Timothy  Michael  Beittel,  MD 
Lesa  Keen  Bethea,  MD 
James  Romey  Bloodworth,  MD 
Sarah  Holleman  Brown,  MD 
Anne  Cook,  MD 
Henry  Paul  Cooler,  MD 
Steven  Marc  Cremer,  MD 
Richard  Hughey  Crooks,  MD 
Gary  Allen  Delaney,  MD  • 
Kurt  Richard  Ellenberger,  MD 
Douglas  Steven  Ettin,  MD 
Richard  Joel  Friedman,  MD 
William  E.  Green,  MD 
Stewart  Grizzard,  MD 
Elaine  Mary  Haule,  MD 
Stephen  Alan  Imbeau,  MD 
David  Thomas  Jones,  MD 
Imtiaz  A.  Khan,  MD 
Krista  Marie  Kozacki,  MD 
Anthony  F.  Lawson,  MD 
Arden  Lynn  Levy,  MD 


Woodrow  Wilson,  MD 
Frank  Lavem  Lyman,  MD 
Allan  R.  MacDonald,  MD 
David  Blair  Mainman,  MD 
Elizabeth  Fisher  Mathias,  MD 
Frances  Mixson  McCarley,  MD 
John  K.  McGuirt,  MD 
Nick  J.  McLane,  MD 
Johannes  Negash,  MD 
Harold  Roy  Nicolette,  MD 
Mark  Allen  O’Rourke,  MD 
Juan  Olazagasti-Gonzalez,  MD 
William  Isaac  Petty,  MD 
Walter  Jones  Revell,  MD 
Douglas  Edward  Roberts,  MD 
Martin  Leonard  Schlein,  MD 
Gopi  Yogesh  Shah,  MD 
Samuel  Rogers  Stone,  MD 
Rajesh  Ramesh  Talati,  MD 
James  Martin  Toth,  MD 
Brandon  C.  Whiteside,  MD 


WANT  TO  KNOW 
HOW  YOU  STACK 
UP  WITH 
YOUR  E & M 
UTILIZATION? 

While  the  key  to  selection  of  any 
CPT  code  should  be  the  support- 
ing documentation,  evidence  of 
undercoding  may  indicate  pos- 
sible lost  revenues.  On  the  flip 
side,  overcoding  may  indicate  the 
possibility  of  potential  liability 
issues.  Let  us  compare  your  dis- 
tribution of  E & M services  with 
expected  patterns  found  in  na- 
tional distribution  information  for 
your  specialty.  We  will  provide 
you  with  both  a numerical  and 
graphical  analysis  of  the  compari- 
son and  you  can  see  just  how  you 
really  do  stack  up.  For  more  in- 
formation, call  Anne  Harvin 
Gavin  at  (800)  327-1021,  exten- 
sion 260. 
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MEDICARE  UPDATE 


Consent  Settlement  for  Medical  Review  Audits 

Carriers  under  contract  to  Health  Care  Financing  Admin- 
istration are  authorized  to  “...make  audits  (medical  re- 
view) of  records  of  providers  of  services  as  may  be  nec- 
essary to  assure  that  proper  payments  are  made...”  under 
provisions  of  Title  XVIII.  Carriers  are  responsible  for 
conducting  reviews  of  providers  to  assure  that  claims  have 
been  billed  and  paid  appropriately. 

After  a review  has  been  conducted  of  a provider’s  ample 
of  processed  claims  and  overpayments  have  been  calcu- 
lated, the  provider  is  notified  of  options  for  overpayment 
recoupment  including  consent  settlement.  Consent  settle- 
ment documents  allow  a provider  to  choose  options  within 
30  days  for  overpayment  recoupment. 

A Program  Memorandum  to  carriers  from  the  Health  Care 
Financing  Administration  dated  June  1999  states  that 
current  response  time  for  providers  will  be  extended  from 
30  days  to  60  days.  This  revision  will  allow  Part  B pro- 
viders a longer  period  to  understand  the  review  findings 
and  to  consider  the  options  being  provided  by  the  con- 
tractors. The  change  took  effect  July  1,  1999. 

Physician  Coercion 

Durable  Medical  Equipment  Regional  Carrier  (DMERC) 
Certificates  of  Medial  Necessity  (CMNs)  have  two  sec- 
tions that  require  physician  input.  Section  B has  ques- 
tions concerning  the  medical  condition  of  the  patient, 
the  answers  to  which  guide  the  DMERC  as  to  the  medi- 
cal necessity  of  the  condition  of  the  patient,  the  answers 
to  which  guide  the  DMERC  as  to  the  medical  necessity 
of  the  item  being  ordered.  The  other  section  is  for  the 
signature  of  the  physician,  attesting  to  the  accuracy  of 
the  answers  in  Section  B.  The  supplier  is  neither  permit- 
ted to  complete  Section  B nor  tell  the  physician  what 
answers  to  give.  Supplier  have  been  known  to  engage 
in  such  activity  and  even  coerce  physicians  into  chang- 
ing their  answers  in  Section  B.  Incidentally,  Section  C of 
the  CMN  is  supposed  to  be  completed  by  the  supplier 
before  the  physician  signs  the  document,  and  is  supposed 
to  list  the  charges  for  the  equipment  being  ordered. 

If  physicians  become  the  target  of  coercive  pressure  or 
harassment  by  suppliers  to  justify  through  their  orders  or 
CMNs,  medical  equipment  which  is  being  directly  mar- 


keted to  their  patients,  they  are  encouraged  not  to  betray 
their  better  medical  judgement  by  acquiescing  to  such 
pressure,  and  reporting  this  behavior  to  the  following 
DMERC  contact: 

DMERC  Program  Integrity  Department  Provider  Hot 
Line:  (803)  788-5414 

Physicians  are  also  encouraged  to  request  copies  of  the 
relevant  DMERC  medical  policies  directly  from  the  sup- 
plier of  the  items  in  question,  or  they  may  contact  the 
manager  of  the  DMERC  Professional  Relations  Depart- 
ment, Elaine  Hensley,  for  this  material  at  (803)  735-1034, 
ext.  35745. 

At  the  request  of  the  physician  members  of  the  Medicare 
Carrier  Advisory  Committee,  the  DMERC  medical  di- 
rector, Paul  D.  Metzger,  M.D.,  has  been  providing  sum- 
maries of  the  DMERC’s  Regional  Medical  Review  Poli- 
cies in  the  back  of  each  Medicare  Part  B Medicare  Advi- 
sory since  April  1999.  Physicians  may  always  discuss 
aspects  of  medical  policy  concerning  coverage  of  this 
equipment  with  Dr.  Metzger,  at  (803)  735-1034,  ext. 
35706. 

Medicare  Enrollment  Open  House 

If  you  have  a problem  completing  Medicare’s  HCFA-855 
enrollment  form  or  would  like  help  completing  the  HCFA- 
855,  you  may  attend  the  Medicare  Part  B Provider  En- 
rolment Open  House.  This  is  a great  time  of  the  year  to 
attend  if  you  are  adding  new  doctors  to  your  group  due  to 
medical  school  graduation.  You  do  not  have  to  register 
and  there  is  no  fee.  Just  show  up  and  they  will  assist  you! 

When  and  Where: 

September  7,  1999,  at  Medicare  Part  B 

Palmetto  GBA,  LLC 

ParcOne 

10261  Two  Notch  Road 
Columbia,  SC  29229 

This  is  an  all  day  open  house  starting  at  9:00  a.m.  on 
September  7.  Come  and  receive  the  help  you  want.  If 
you  need  directions,  please  refer  to  page  12  of  the  July 
1999  Medicare  Advisory  or  call  Medicare’s  Lytarsha  Jules 
at  (803)  788-022.  extension  31960. 


(Gift  of  Life,  continued  from  page  2) 

program.  Please  help  ensure  that  every  South  Carolinian  in  need  of  a vital  organ  and/or  tissue  transplant  will 
have  the  opportunity  to  receive  this  gift  through  generous  and  unselfish  donations  from  the  people  of  their 
community. 

What  will  you  gain  from  your  participation  in  this  project?  You  may  very  well  be  helping  to  provide  the  neces- 
sary organ  or  tissue  for  yourself,  your  parent,  spouse,  child,  grandchild,  or  one  of  your  patients. 
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BEHCET’S  DISEASE  AND  PHEOCHROMOCYTOMA 

LESA  BETHEA,  M.  D.* 

SAIRA  KHAN,  M.  D. 


Behget’s  disease  is  a chronic,  relapsing  multi-sys- 
tem syndrome  in  which  the  diagnosis  is  basically  a 
clinical  one.  The  International  Study  Group  for 
Behcet’s  Disease  1990  criteria  include  recurrence 
of  minor  aphthous,  major  aphthous  or  herpetiform 
ulcerations  at  least  three  times  during  a twelve 
month  period,  plus  two  of  the  following:  recurrent 
genital  aphthous  ulceration  or  scarring,  eye  lesions, 
skin  lesions  or  a positive  pathergy  test.1 

Though  central  and  peripheral  nervous  system 
abnormalities  have  been  described  in  Behcet’s  dis- 
ease,2,3,4  only  one  previous  case  of  a pheochromocy- 
toma  in  association  with  Behget’s  disease  has  been 
reported  in  the  English  literature.5  This  paper  de- 
scribes the  second  case  of  such  an  association. 

CASE  REPORT 

A 46-year-old  black  female  was  admitted  to  the 
hospital  because  of  abdominal  pain,  fever,  and 
malaise.  Her  past  medical  history  was  significant 
for  a diagnosis  of  Behcet’s  Disease  manifested  by 
oral  and  genital  ulcers,  erythema  nodusum,  arthral- 
gia, malaise,  aseptic  meningitis,  a positive  C-reac- 
tive  protein  and  an  elevated  sedimentation  rate.  She 
had  been  treated  intermittently  with  pulses  of  ste- 
roids for  flares  of  her  disease.  Other  medical  his- 
tory included  a history  of  pelvic  inflammatory 


* Address  correspondence  to  Dr.  Bethea  at  Dept,  of 
Family  and  Preventive  Medicine,  University  of 
S.C.  School  of  Medicine,  Columbia,  SC  29203. 


disease  and  mitral  valve  prolapse.  Her  last 
echocardiogram  showed  myxomatous  degenera- 
tion of  the  mitral  valve  leaflets  with  intermittent 
prolapse  of  the  anterior  leaflet  of  the  mitral  valve 
with  mild  mitral  regurgitation,  mild  tricuspid  in- 
sufficiency and  mild  pulmonary  hypertension.  She 
had  a history  of  hospitalizations  for  three  sponta- 
neous vaginal  deliveries,  a bilateral  tubal  ligation 
and  pyelonephritis. 

Review  of  systems  included  a past  hospitaliza- 
tion for  chest  pain  during  which  she  underwent 
cardiac  catheterization  which  showed  normal  coro- 
nary arteries,  severe  systemic  hypertension  and 
concentric  left  ventricular  hypertrophy,  and  hyper- 
dynamic left  ventricular  systolic  performance.  Her 
ejection  fraction  was  estimated  at  greater  than  70 
percent.  Other  problems  included  a recent  history 
of  amenorrhea  and  episodic  diaphoresis,  felt  to  be 
secondary  to  menopause.  She  had  been  placed  on 
cojugated  estrogen  (Premarin®)  and  medroxy 
progesterone  acetate  (Provera®)  with  some  im- 
provement. 

However,  she  continued  to  have  episodes  of  pal- 
pitations, anxiety,  diaphoresis,  shortness  of  breath 
and  fatigue.  Evaluation  of  these  symptoms  had  in- 
cluded a normal  thyroid  panel,  a negative  PPD  and 
a normal  chest  x-ray.  Medications  at  the  time  of 
admission  included  Geritol®  with  iron,  an  “energy 
tablet”  from  a local  pharmacy  and  one  aspirin  a 
day.  She  denied  any  current  or  previous  use  of 
alcohol,  tobacco  or  other  drugs.  She  had  been 
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Figure  1.  CT  scan  showing  soft  tissue  mass  adjacent  to  anterior  lower  pole  of  the  left  kidney. 


employed  for  the  past  several  years  as  a house- 
keeper at  a local  motel.  She  was  divorced  and  lived 
alone  except  for  her  dog. 

Her  vital  signs  on  presentation  to  the  emergency 
room  showed  a temperature  of  98.8  orally,  blood 
pressure  133/91,  pulse  91  and  respirations  16. 
Physical  exam  at  that  time  was  significant  for  a 
thin,  middle-age  black  female  with  diaphoresis, 
lethargy,  mild  diffuse  abdominal  tenderness  and  an 
old  bum  scar  on  her  left  upper  arm  Pelvic  exam 
revealed  several  cervical  mucosal  ulcers.  On  ini- 
tial laboratory  evaluation,  her  complete  blood  count 
and  electrolytes  were  normal.  Urine  pregnancy  test 
was  negative.  Amylase  and  lipase  were  normal 
and  her  urinalysis  showed  1+  (30  mg/dl.)  protein, 
2-5  WBC’s,  0-2  RBC’s,  many  epithelial  cells  and 
trace  bacteria.  Flat  and  upright  abdominal  films 
were  read  as  a mild  ileus,  and  her  chest  film  was 
read  as  normal. 

The  patient  was  admitted  with  a primary  diag- 
nosis of  abdominal  pain  for  observation  and  fur- 
ther evaluation.  During  the  patient’s  hospitalization, 
she  began  to  spike  fevers  up  to  1030  F (39.40  C). 
She  had  urine  and  blood  cultured.  She  was  started 
on  nafcillin  empirically  to  cover  her  for  endocardi- 
tis because  of  her  history  of  mitral  valve  prolapse. 


She  was  scheduled  for  a transesophageal 
echocardiogram  to  evaluate  her  mitral  valve  for 
vegetations.  However,  she  was  noted  to  go  into 
supraventricular  tachycardia  at  a rate  of  150-170 
beats/minute  with  a blood  pressure  of  240/138  mm/ 
hg  with  associated  diaphoresis  before  this  could 
be  performed.  This  was  successfully  treated  with 
verapamil. 

At  this  point,  the  diagnosis  of  a pheochromocy- 
toma  was  entertained  and  the  patient  underwent  a 
CT  scan  of  the  abdomen  and  pelvis  which  showed 
a 6cm  spherical  soft  tissue  mass  adjacent  to  the 
anterior  lower  pole  of  the  left  kidney  with  an  ir- 
regular vascular  periphery  with  areas  of  central  low 
density  arising  from  the  left  sided  organ  of 
Zuckerkandl  (Figure  1).  The  general  surgery  ser- 
vice was  consulted. 

Subsequent  aortogram  revealed  a hyper-vascu- 
lar mass  with  major  vascular  supply  arising  from 
an  anomalous  vessel  from  the  aorta  just  above  the 
origin  of  the  left  renal  artery  with  additional  vas- 
cular supply  arising  from  the  inferior  mesenteric 
artery  as  well  as  the  L-3  lumbar  artery  on  the  left. 
Venous  drainage  was  from  the  left  renal  vein.  24- 
hour  urine  collection  revealed  total  urine 
metanephrines  elevated  at  5.87mg/24hours, 
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Figure  2.  Pheochromocytoma — Surgical  Specimen 


vanillymandelic  acid  elevated  at  12.9mg/24  hours, 
norepinephrine  elevated  at  1230mg/24  hours. 
Plasma  norepinephrine  was  elevated  at  4910  pg./ 
ml.  Urine  epinephrine  and  dopamine  were  normal 
as  were  plasma  epinephrine  and  dopamine. 

The  patient  underwent  surgery  after  alpha-block- 
ade with  20  mg  twice  a day  of  phenozybenzamine 
and  50  mg  twice  a day  of  metoprolol.  The  surgical 
specimen  was  a discrete  round  fluctuant  structure 
which  weighed  120  gms,  measuring  seven  cm  at 
greatest  diameter  (Figure  2). 

The  pathology  report  showed  anastomosing 
cords  and  rests  of  tumor  cells  with  abundant,  finely 
granular  or  eosinophilic  cytoplasm.  A richly  vas- 
cular stroma  with  some  spindling  of  tumor  cells 
was  present.  Moderate  nuclear  pleomorphism  was 
present.  A thick  fibrous  capsule  surrounded  the 
tumor.  The  appearance  was  that  of  pheochromocy- 
toma/paraganglioma.  With  a clinical  origin  in  the 
Organ  of  Zuckerkandl,  the  tumor  was  considered 
an  extra-adrenal  paraganglioma. 

At  four  years  follow-up,  our  patient  has  not  had 
a recurrence  of  her  intermittent  hypertension  or  any 
episodes  of  palpitations  or  documented  supraven- 
tricular tachycardia.  She  does,  however,  continue 
to  have  symptoms  and  signs  of  Behpet’s  Disease 


and  including  oral  and  genital  ulcers. 

DISCUSSION 

Six  databases  were  searched  for  any  previous  cases 
of  pheochromocytoma  associated  with  Behcet’s 
Disease.  Only  one  other  case  report  of  an  associa- 
tion between  Bechet’s  Disease  and  Pheochromocy- 
toma could  be  located  in  our  search.  This  case  was 
reported  by  Oishi  in  the  Japanese  Journal  of  Clini- 
cal Oncology  in  1989.1  That  patient  unlike  ours  was 
a 32-year-old  Japanese  male  with  a history  of 
Behcet’s  Disease  manifested  by  joint  pain, 
erythema  nodosum,  oral  aphthous  ulcers  and  fe- 
ver. He  presented  with  severe  headache  and  palpi- 
tations of  increasing  severity.  On  further  evaluation, 
plasma  norpinephrine,  urine  norepinephrine,  epineph- 
rine total  metanephrines  and  vanillylamandelic  acid 
were  all  elevated.  Abdominal  ultrasound,  computed 
tomography  and  magnetic  resonance  imaging  con- 
firmed a left  adrenal  mass.  At  surgery,  the  patient 
was  found  to  have  a 5.5  x 5.0  x 4.0  cm.  left  adrenal 
tumor  weighting  100  grams. 

Though  central  and  peripheral  nervous  system 
abnormalities  have  been  described  in  Behcet’s  Dis- 
ease, only  one  previous  case  of  an  associated  pheo- 
chromocytoma has  been  reported.  Whether  both 
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these  cases  represent  a coincidental  finding  or  there 
is  some  basic  pathophyciologic  connection  remains 
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cases  of  pheochromocytoma  are  associated  with 
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patient’s  Behcet’s  disease.  It  is  therefore  doubtful 
that  her  oral  and  genital  ulcers  were  a neurocuta- 
neous  manifestation  of  her  pheochromocytoma. 
This  does  not,  however,  exclude  the  possibility  of 
a connection  between  the  two  diseases. 

SUMMARY 

A 46-year-old  black  female  with  a history  of 
Behcet’s  Disease  was  admitted  with  a diagnosis 
of  abdominal  pain.  She  had  complained  of  palpi- 
tations, diaphoresis,  anxiety,  and  fatigue  for  years 
which  had  been  variously  attributed  to  the  peri- 
menopause  and  her  Behget’s.  During  her  hospital 
evaluation,  she  had  an  episode  of  supraventricular 
tachycardia  associated  with  severely  elevated 
blood  pressure.  Subsequent  evaluation  revealed  a 
large  pararenal  mass  which  was  found  to  be  a pheo- 
chromocytoma. Search  of  six  databases  revealed 
this  to  be  only  the  second  case  report  in  the  En- 
glish literature  of  a pheochromocytoma  in  asso- 
ciation with  Behcet’s  Disease. 
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Canine  ehrlichiosis  was  first  presented  in  the  lit- 
erature by  Donatien,  et.  al.  in  1935  when  they  de- 
scribed an  outbreak  among  Algerian  dogs.1  Human 
ehrlichiosis  in  the  United  States  was  initially  cited 
in  1987  and  since,  more  than  400  cases  have  been 
documented.  Two  basic  types  of  human  ehrlichiosis 
are  now  recognized:  monocytic  and  granulocytic. 
Human  monocytic  erhlichiosis  is  caused  by  E. 
chaffeensis.  Human  granulocytic  ehrlichiosis,  re- 
cently characterized,  seems  to  be  a more  severe 
but  less  common  disease  possibly  due  to  E.  equi/ 
E.  phagocytophila?  This  report  concerns  human 
monocytic  ehrlichiosis. 

Ehrlichia  was  initially  isolated  from  a military 
recruit  stationed  at  Fort  Chaffee,  Arkansas  who 
presented  with  fever  and  chills  subsequent  to  a tick 
bite.  Ehrlichia  are  nonmotile,  gram  negative  intra- 
cellular coccobacilli  which  bear  semblance  to  rick- 
ettsiae  and  replicate  via  a mechanism  analogous  to 
chlamydiae.3  Three  isolates  of  E.  chaffeensis  have 
been  identified  using  methods  of  molecular  evalu- 
ation and  include  Arkansas,  Jax  and  St.  Vincent.4 

The  majority  of  cases  of  E.  chaffeensis  have 
occurred  in  the  Southeastern  and  Middle  Atlantic 
states  and  have  been  linked  to  tick  bites  by  Am- 
blyomma  americanum  (Lone  Star  tick).  A few 
cases  have  been  reported  in  the  Rocky  Mountain 
States,  and  victims  have  been  identified  in  a total 
of  twenty-one  states.5  The  majority  of  cases  are  re- 
ported between  the  months  of  March  and  October 
when  ticks  are  most  prevalent.  Human  ehrlichiosis 
displays  a variety  of  manifestations  and  may 
present  as  an  inapparent  infection,  mild  or  life 
threatening  illness.  The  clinical  presentation  is  gen- 
erally similar  to  that  of  Rocky  Mountain  spotted 
fever  and  usually  includes  fever,  headache  and  mal- 
aise within  a month  of  exposure  to  the  tick.5 
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Medical  College  of  Georgia,  1200  Saint  Andrews 
Rd.,  #1212,  Columbia,  SC  29210. 


Ehrlichia  chaffeensis  is  particularly  tropic  for  the 
monocyte.7  Examination  of  the  bone  marrow  has 
resulted  in  a wide  variety  of  findings  which  range 
from  hypoplasia  to  erythrophagocytosis.8'9  Leuko- 
penia and  thrombocytopenia  accompanied  by  mild 
hepatitis  have  been  reported  during  the  acute  in- 
fection. 

While  the  symptomotology  is  heterogeneous 
renal  failure,  respiratory  insufficiency  and  central 
nervous  system  involvement  may  occur.  Vanek  et. 
al.  report  left  ventricular  dilatation  and  dysfunc- 
tion in  a 27-year-old  man  which  resolved  follow- 
ing a 10-day  course  of  doxycycline  supplemented 
with  digoxin  and  furosemide.10  A maculopapular 
rash  is  most  commonly  described  in  children.6 
Workers  reviewed  cases  of  237  patients  serologi- 
cally diagnosed  with  either  E.  canis  or  E. 
chaffeensis  over  a five-year  period.  They  found  that 
36.2  percent  developed  an  exanthem;  the  exanthem 
was  macular,  papular  or  both  in  62.3  percent,  pete- 
chial in  19.5  percent  and  erythematous  in  18.2  per- 
cent.5 Gastrointestinal  disturbances  including 
anorexia,  nausea  and  vomiting  may  occur  more  fre- 
quently in  children  while  abdominal  pain  and  ten- 
derness have  been  reported  with  similar  frequency 
in  children  and  adults.11  Myalgia  and  arthralgia  are 
typical.  CNS  findings  are  common  and  may  include 
gait  disturbances,  headache,  hyperreflexia,  cranial 
nerve  palsies,  seizures  and  lymphocytic  pleocyto- 
sis in  the  cerebral  spinal  fluid.12  Radiographic  find- 
ings include  interstitial  prominence,  alveolar 
opacities,  consolidation  and  pleural  effusion. 

Serum  aspartate  aminotransferase  and  alanine 
aminotransferase  levels  rise  in  the  majority  of  cases 
at  some  point  during  the  illness.  The  average  du- 
ration of  the  illness  is  twenty-three  days.  Like 
Rocky  Mountain  spotted  fever  mortality  ap- 
proaches five  percent,  and  the  elderly  are  at  greater 
risk  for  more  serious  sequelae.4  We  present  a 13- 
year-old  patient  from  Sparta,  Georgia  who  ulti- 
mately was  diagnosed  with  E.  chaffeensis. 
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CASE  REPORT 

The  patient,  a previously  healthy  13-year-old  black 
male,  presented  to  his  local  physician  in  Sparta, 
Georgia  late  in  July  with  of  complaints  of  subjec- 
tive fever  and  vomiting  of  five  days  duration.  Uri- 
nalysis was  remarkable  for  large  leukocytes  and 
four  plus  protein.  He  denied  symptoms  of  urinary 
tract  infection  but  was  treated  empirically  with  a 
10-day  course  of  trimethoprim- sulfamethoxazole. 
The  following  week  he  presented  to  the  emergency 
room  with  fever,  chills,  abdominal  pain,  nausea, 
and  vomiting.  Furthermore,  the  patient  offered  that 
his  knees  were  tender  and  slightly  painful  during 
ambulation.  He  played  outside  and  fished  in  a 
nearby  lake  occasionally  but  denied  any  exposure 
to  trauma  and  maintained  that  he  had  not  been  bit- 
ten by  a tick  or  any  other  insect  during  the  season. 
He  denied  dyspnea,  edema  and  diarrhea. 

On  physical  examination,  he  was  a well  devel- 
oped, ill  appearing  adolescent  who  lay  still  on  a 
gurney  with  a temperature  of  40.2  degrees  C,  heart 
rate  of  120,  respiratory  rate  of  22  breaths  per  minute 
and  blood  pressure  110/58.  Tonsils  were  enlarged 
bilaterally  but  nonerythematous.  The  neck  was 
supple  with  cervical  adenopathy,  and  occipital  ad- 
enopathy was  noted  on  the  left.  The  lungs  were 
clear  and  respirations  slightly  labored.  The  abdo- 
men was  soft  but  tender  to  palpation  without  guard- 
ing, and  mild  rebound  tenderness  was  illicited. 
Right  costovertebral  angle  tenderness  was  noted, 
and  bowel  sounds  were  diminished  in  all  quadrants. 
The  knee  joints  were  minimally  tender  to  palpa- 
tion without  effusion  or  increased  warmth.  His  skin 
was  warm  and  dry  without  exanthem  or  petechiae. 
The  remainder  of  the  examination  was  normal. 

His  white  blood  count  was  2,700/cmm  with  59 
segmented  neutrophils,  six  bands,  25  lymphocytes, 
eight  monocytes  and  two  atypical  lymphocytes. 
The  hemoglobin  was  14.3  with  a hematocrit  of  42 
and  a platelet  count  of  103/cmm.  MCV  was  78.8  . 
Alkaline  phosphatase  was  162,  ALT  97,  GGt  22 
and  AST  257.  Serum  electrolytes  were  normal. 

He  was  admitted  to  the  hospital  for  management 
of  his  fever,  IV  hydration  and  diagnosis.  A tick 
borne  disease  such  as  Rocky  Mountain  spotted  fe- 
ver or  ehrlichiosis  was  thought  to  be  the  etiology 
of  the  leukopenia,  thrombopcytopenia  and  elevated 
temperatures.  His  treatment  included  doxycycline 
100-mg  b.i.d.  with  alternating  p.o.  and  i.v.  routes. 


He  was  afebrile  by  hospital  day  number  six  and 
reported  that  he  felt  much  improved.  Urinalysis  on 
day  seven  revealed  marked  hematuria  and  protein 
greater  than  300  grams.  Leukopenia  steadily  im- 
proved until  discharge  on  day  eleven.  He  was  dis- 
charged under  the  care  of  his  mother  and  instructed 
to  complete  his  courses  of  doxycycline  and  ferrous 
sulfate. 

E.  chaffeensis  HME IGG  was  1 : 25 60  and  HME 
IGM  was  1:320  which  is  ample  to  support  defini- 
tive diagnosis.  Blood  and  urine  cultures  remained 
negative,  as  was  the  hepatitis  core  antibody.  The 
serum  assay  for  Rocky  Mountain  spotted  fever  was 
negative. 

DISCUSSION 

Ehrlichia  chaffeensis  is  an  intracellular  microor- 
ganism taxonomically  grouped  with  Rickettsiae, 
but  distinguished  by  their  unique  tropism  for  cir- 
culating monocytes.  The  clinical  spectrum  of  ill- 
ness caused  by  their  organism  is  wide  and  ranges 
from  inapparent  infection  to  life  threatening  dis- 
ease. The  clinical  manifestations  are  nonspecific, 
similar  to  those  seen  in  Rocky  Mountain  spotted 
fever  and  include  chills,  headache,  myalgia  and  gas- 
trointestinal symptoms.  A characteristic  exanthem 
is  reported  more  frequently  in  children. 

As  with  other  Rickettsial  infections,  delay  in 
diagnosis  and  treatment  of  ehrlichiosis  may  result 
in  a poor  clinical  outcome.  In  the  face  of  a high 
clinical  index  of  suspicion,  antibiotic  therapy 
should  be  initiated.  Even  in  the  setting  of  timely 
therapy,  severe  complications  may  evolve;  Weaver 
et.  al.  report  noncardiogenic  pulmonary  edema  and 
adult  respiratory  distress  syndrome  in  a previously 
healthy  54-year-old  school  teacher  whose  therapy 
was  instituted  within  24  hours  after  the  onset  of 
symptoms.13  The  current  recommendation  for  treat- 
ment is  oral  or  IV  doxycycline  lOOmg  b.i.d.  for 
adults  or  three  mg/kg/day  in  two  divided  doses  for 
children.14  One  should  utilize  the  minimum  effec- 
tive dose  in  children  in  order  to  avoid  undesirable 
side  effects  such  as  the  staining  of  teeth.  Centers 
for  Disease  Control  diagnostic  criteria  include  the 
following:  a four-fold  increase  in  E.  chaffeensis  titer 
with  a minimum  titer  of  64,  or  a single  high  serum 
antibody  titer  (>  128)  with  a highly  suggestive  clini- 
cal history.5  Although  chronic  ehrlichial  infection 
is  well  documented  in  the  veterinary  literature, 
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persistent  human  infection  has  been  described  in 
the  literature  only  once.14 

Avoidance  of  tick  exposure  constitutes  the  most 
effective  method  of  prevention  of  infection.  Per- 
sons in  endemic  areas  who  may  be  at  increased 
risk  are  encouraged  to  wear  lightly  colored  cloth- 
ing for  easy  identification  of  unattached  ticks.  The 
wearing  of  long  sleeved  shirts  and  long  pants  is 
advisable.  Use  of  insect  repellant  reduces  the  risk 
of  infection. 15  Furthermore,  a thorough  body  search 
should  be  conducted  after  outdoor  exposure;  all 
attached  ticks  should  be  removed  from  the  skin  via 
forceps.  One  should  grasp  the  tick  by  its  mouth  to 
insure  complete  removal.  Prophylactic  antibiotic 
therapy  is  not  currently  recommended  as  there  ex- 
ists no  literature  to  support  this.  As  tetracycline  is 
bacteriostatic,  it  may  only  delay  the  onset  of  signs 
and  symptoms.12 
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INFECTION  WITH  CHLAMYDIA  PNEUMONIAE  AND 
ATHEROSCLEROSIS:  A REVIEW 

MOHAMMAD  REZAMOVAHED,  S.P.,  M.D.* 


Atherosclerosis  is  a complex  pathological  process 
that  consists  of  a reaction  of  the  vascular  wall  and 
blood  components  to  injury  inflicted  by  a diver- 
sity of  agents  including  abnormal  lipids,  chemi- 
cals and  infectious  agents.  In  the  last  several  years 
a number  of  reports  have  focused  on  the  potential 
role  of  one  microorganism,  Chlamydia 
pneumoniae,  in  atherosclerosis.  It  has  been  sug- 
gested that  chronic  infection  with  C.  pneumoniae 
in  the  arterial  walls  contribute  to  the  development 
of  atherosclerosis.  The  goal  of  this  paper  is  to  re- 
view current  available  studies  and  summarize  the 
findings. 

Chlamydia  pneumoniae , strain  TWAR  has  been 
identified  as  a third  species  of  Chlamydia  distinct 
from  C.  trachomatis  and  C.  psittaci  that  were  iso- 
lated in  1965  in  Taiwan  and  between  1983  to  1986 
in  Seattle,  WA,  principally,  as  respiratory  patho- 
gens.1’2 This  obligatory  intracellular,  gram-nega- 
tive bacteria  is  difficult  to  grow  in  cell  cultures  or 
eggs  and  has  low  virulence  to  mice  (Kuo  et.  al. 
idem).  Infection  is  usually  absent  under  the  age  of 
five  years.  The  incidence  of  infection  is  about  10 
percent  between  the  ages  of  five  to  ten  years.  The 
annual  rate  of  infection  is  1.5  percent  and  50  per- 
cent of  population  is  seropositive  for  C. 
pneumoniae  by  the  age  of  20.  Considering  that  C. 
pneumoniae  specific  antibodies  disappear  after 
three  years,  50  percent  prevalence  at  age  20  sug- 
gests chronic  infection.  However,  cross  reactive 
antibodies  to  other  proteins  such  as  gram  negative 
bacteria,  heat  shock  protein  and  other  chlamydia 
species  occur  which  can  be  an  explanation  for  the 
high  prevalence  of  positive  serology  for  C. 
pneumoniae  in  the  population.  Current  available 
studies  on  the  association  between  C.  pneumoniae 
and  atherosclerosis  can  be  divided  in  five  major 
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groups:  serological  studies  (basic  and  clinical), 
pathological  studies  (histology,  electron  micros- 
copy, PCR,),  cell  cultures,  animal  models,  and  the 
use  of  antibiotics. 

SEROLOGICAL  STUDIES 

Most  of  serological  studies  have  demonstrated  a 
positive  correlation  between  C.  pneumoniae  serol- 
ogy and  atherosclerotic  disease.  One  of  the  first 
study  investigating  C.  pneumoniae  and  atheroscle- 
rosis association  was  published  by  Finnish  inves- 
tigators.3 Forty  males  with  acute  myocardial 
infarction  (AMI)  and  30  males  with  history  of  coro- 
nary artery  disease  (CAD)  were  studied  in  com- 
parison to  40  matched  control.  Positive  serology 
for  IgG  and  IgA  occurred  in  68  percent  of  patients 
with  AMI,  in  50  percent  with  CAD  and  in  17  per- 
cent of  controls.  Three  groups  investigated  the  as- 
sociation between  angiography,  documented  CAD, 
and  C.  pneumoniae  titers.  High  IgG  and  IgA  titers 
were  found  to  be  associated  with  CAD4'6  and  the 
severity  of  CAD.6  One  of  the  largest  serological 
studies  was  conducted  by  using  Helsinki  Heart 
Study  patients.7  From  2046  participants  in  the 
gemfibrozil  group  and  2035  in  the  placebo  arm, 
140  patients  had  myocardial  infarction  or  sudden 
death.  One  hundred  and  three  patients  had  blood 
samples  collected  three  to  six  months  before  their 
AMI  or  sudden  death.  They  were  compared  with  a 
matched  controlled  group  for  time  of  end  point, 
locality  and  treatment  in  respect  to  serology  titers 
to  C.  pneumoniae  and  found  that  high  IgA  anti- 
body titers  were  associated  with  2.7  times  higher 
risk  for  CAD.  This  remained  significant  even  after 
adjustment  for  other  risk  factors.  However,  the  IgG 
titer  was  not  associated  with  CAD.  Two  studies 
have  compared  patients  with  stroke  and  transient 
ischemic  attack  (TIA)  with  control  in  regard  to  C. 
pneumoniae  serology.  Chronic8  9 and  acute  infec- 
tions (acute  C.  pneumoniae  infection  was  defined 
by  IgG  titer  >512  or  IgM  titer  >8,  or  4 folds  in- 
crease in  IgG  titer)  were  found  to  correlate  with 
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the  occurrence  of  stroke  or  TIA. 

Recent  studies  have  used  serum  available  from 
two  large  cohorts,  the  American  Physician  Health 
Study  involving  2207 1 healthy  physicians,  and  the 
British  Physician  Health  Study  involving  2512 
healthy  physicians.  These  two  groups  have  random- 
ized healthy  physicians  taking  aspirin,  beta-caro- 
tene or  placebo  over  12  or  13  years.  The  British 
study  found  that  only  the  C.  pneumoniae  IgA  titer 
(and  not  the  IgG  titer)  was  significantly  associated 
with  the  occurrence  of  CAD  (OR  1.8). 10  The  Ameri- 
can Physician  Health  Study  group  only  measured 
IgG  titer  that  was  not  associated  with  CAD.  Un- 
fortunately IgA  titer  was  not  measured.11  One  study 
on  the  role  of  C.  pneumoniae  in  atherosclerosis 
conducted  in  Israel  found  no  correlation  between 
IgG  or  IgA  serology  for  C.  pneumoniae  and  the 
occurrence  of  acute  myocardial  infarction  i2,  but 
only  302  patients  were  enrolled  and  they  did  not 
exclude  patients  with  acute  respiratory  infections. 

The  first  study  about  rising  of  C.  pneumoniae 
IgG,  IgA  and  IgM  titers  after  angioplasty  was  con- 
ducted by  a group  in  Austria  that  found  a signifi- 
cant rise  of  antibody  titers  in  all  three  antibody 
classes  one  and  five  months  after  percutaneous 
coronary  angioplasty  (PTC A). 1 3 Another  group  did 
not  find  any  correlation  between  C.  pneumoniae 
IgG  antibodies  and  CAD  in  comparison  to  age  and 
smoking  in  matched  groups  14  but  the  IgA  or  IgM 
serology  was  not  studied.  They  also  investigated 
CMV  and  H.  pylori  serology,  which  was  also  not 
related  to  the  occurrence  of  CAD.  C.  pneumoniae 
serology  and  pathological  specimens  were  studied 
in  60  Alaska  natives  who  died  of  non-cardiac  cause. 
A strong  correlation  between  IgG  serology  and  ath- 
erosclerosis  with  OR  of  9.4  was  found.15 
Ossewaarde  et  al ,16  looked  at  C.  pneumoniae,  CMV 
and  H.  pylori  serology  in  patients  with  CAD  and 
matched  controls  and  found  that  only  C.  pneumo- 
nia was  correlated  with  the  occurrence  of  CAD  with 
an  OR  of  2.76. 

There  are  few  investigators  that  have  studied 
an  association  between  C.  pneumonia  serology  and 
abnormal  lipid  profiles.  High  triglyceride  levels  in 
nonsmokers17,  low  HDL  and  high  LDL  in  men  have 
been  found  to  correlate  with  high  C.  pneumoniae 
serology.18 

PATHOLOGICAL  STUDIES 


A study  from  South  Africa  was  the  first  to  describe 
C.  pneumoniae  present  in  atherosclerotic  wall  of 
lower  extremity  arteries.19  Other  groups  confirmed 
their  findings.  Kuo  et  al.  found  that  six  of  17  fi- 
brotic  plaques  were  positive  for  C.  pneumoniae 
antigen  by  using  immunohistochemistry  staining. 
C.  pneumoniae  particles  were  located  in  macroph- 
ages and  smooth  muscle  cells  from  atherosclerotic 
plaques.20  A group  from  Seattle,  Washington  found 
C.  pneumonia  in  all  five  atherosclerotic  plaques 
obtained  from  carotid  artery  using  immunohis- 
tochemistry staining,  and  3 1 percent  were  positive 
using  polymerase  chain  reaction  (PCR).21  C. 
pneumoniae  has  been  isolated  from  atherosclerotic 
plaques  and  intima  thickening  of  coronary  arteries 
but  not  from  normal  artery  wall.22  C.  pneumoniae 
particles  and  DNA  have  been  found  in  aortic  aneu- 
rysm,23'25 coronary,  carotid  and  iliac  arteries  25  28 
with  atherosclerosis  but  normal  artery  walls  were 
negative.27  C.  pneumoniae  could  also  be  isolated 
from  other  tissues  such  as  lung,  spleen,  liver  and 
granuloma27  suggesting  chronic  indolent  infections 
in  different  organs.  C.  pneumoniae  has  been  iden- 
tified in  macrophages,  smooth  muscle  cells  and  en- 
dothelial cells  that  were  migrating  into  the  plaque.28 
Marked  cell-mediated  and  humoral  immunity  to 
C.  pneumoniae  was  detected  in  males  with  coro- 
nary artery  disease.29  Simultaneous  occurrence  in 
the  same  patients  of  positive  antibody  titer  and  in- 
fectious particles  in  atherosclerotic  plaque  has  been 
confirmed  for  C.  pneumoniae  but  not  for  H.  py- 
lori.30 C.  pneumoniae  could  also  be  detected  in  se- 
verely diseased  stenotic  aortic  valves  requiring 
surgery  but  rarely  in  normal  valves.31 

Two  studies  did  not  find  a correlation  between 
C.  pneumoniae  infection  and  atherosclerosis.  Pater- 
son et  al.  could  not  find  any  C.  pneumoniae  par- 
ticles in  17  carotid  and  16  coronary  specimens 
obtained  from  autopsy  using  PCR.32  Lindholt  et  al. 
also  failed  to  detect  any  C.  pneumoniae  DNA  us- 
ing PCR  in  20  aortic  aneurysm  specimens.33 

CELL  CULTURES 

Numerous  cell  culture  studies  have  contributed  to 
C.  pneumoniae  and  atherosclerosis  research.  At 
least  three  different  isolates  of  C.  pneumoniae  were 
capable  to  multiply  in  cultures  of  endothelial  cells 
from  human  umbilical  vein.34  In  vitro  endothelial 
cells,  smooth  muscle  cells  and  macrophages  were 
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capable  of  supporting  C.  pneumoniae  growth.35 
Ramirez  et  al.  could  isolate  viable  C.  pneumoniae 
from  a plaque  and  was  able  to  culture  it.36  C. 
pneumoniae  could  infect  cultured  human  venous 
endothelial  cells  and  that  caused  enhancement  in 
platelet  adhesion  to  the  infected  cells.37  A genetic 
study  showed  that  the  outer  membrane  protein 
(Omp)  in  a coronary  strain  was  different  from  that 
of  the  respiratory  type  of  C.  pneumoniae ,38  Other 
investigators  were  able  to  demonstrate  enhanced 
expression  of  endothelial  adhesion  molecules  (61- 
, and  B2-integrins,  E-selectin,  ICAM-1  and  VCAM- 
1)  in  C.  pneumoniae  infected  endothelial  cells.39 

ANIMAL  MODELS 

Using  different  animal  models,  many  investigators 
could  induce  atherosclerosis  by  infection  with  C. 
pneumoniae.  C.  pneumoniae  was  able  to  infect  25- 
100  percent  of  apoprotein-E  deficient  mice  by  in- 
tranasal inoculation  and  C.  pneumoniae  particles 
were  detected  within  atherosclerotic  lesions  in  the 
aorta  after  the  infection.40  In  another  study,  six  of 
nine  intranasal  infected  rabbits  showed  inflamma- 
tory changes  in  intima  or  fibroid  plaques  resem- 
bling atherosclerosis  two  to  four  weeks  after 
infection.  No  lesions  were  seen  in  the  control  ani- 
mals.41 LDL  receptor  deficient  mice  develop  ath- 
erosclerosis after  high  cholesterol  diet.  Infection 
with  C.  pneumoniae  in  these  animals  fed  with  cho- 
lesterol free  diet  for  nine  months,  showed  no  ath- 
erosclerotic lesions.  However  after  high  cholesterol 
diet,  C.  pneumoniae  infection  significantly  exac- 
erbated atherosclerosis  in  comparison  to  non-in- 
fected  animals.42  Interestingly  only  the  AR39  strain 
and  not  the  MoPn  strain  of  C.  pneumoniae  was 
capable  to  enhance  atherosclerosis  suggesting  that 
certain  strains  of  C.  pneumoniae  may  be  more  apt 
to  be  involved  in  atherogenesis.  Infection  of  mac- 
rophages with  C.  pneumoniae  followed  by  LDL 
caused  a marked  increase  in  the  number  of  foam 
cells  within  22  hours  indicating  the  potential  role 
of  cholesterol  as  a cofactor  for  C.  pneumoniae  in- 
duced atherosclerosis.43 

ANTIBIOTIC  STUDIES 

There  are  only  a few  studies  available  using  anti- 
biotics in  patients  with  coronary  artery  disease  and 
in  animal  models.  Azithromycin  is  a potent  C. 
pneumoniae  antibiotic  which  has  been  used  in  most 


of  the  studies.  The  earliest  successful  antibiotic 
usage  was  published  in  1997.  Gupta  et  al.44  have 
studied  213  consecutive  male  survivors  of  myo- 
cardial infarction.  They  were  screened  for  C 
pneumoniae  antibody  titer  and  were  divided  in 
three  groups:  59  patients  with  no  detectable  C. 
pneumoniae  antibodies,  74  patients  with  an  inter- 
mediate titer  (1/8- 1/32)  and  80  patients  with  a high 
titer  (>1/64).  Patients  with  high  titer  were  random- 
ized to  receive  oral  azithromycin  for  three-six  days 
(32  patients)  or  placebo  (20  patients).  After  18 
months  a significant  higher  risk  of  myocardial  in- 
farction (MI)  was  found  in  the  groups  with  higher 
titer  (7  percent  in  normal  titer,  15  percent  in  inter- 
mediately elevated  titer  and  in  30  percent  with  high- 
est titer). The  risk  of  MI  was  four  times  higher  in 
untreated  patients  in  comparison  to  treated  group. 
Azithromycin  treated  patients  had  the  same  event 
rate  as  intermediately  elevated  anti  C.  pneumoniae 
titer  group.  In  another  study,  doxycycline  failed  to 
decrease  C.  pneumoniae  titer  in  patients  who  had 
a history  of  coronary  bypass  surgery  after  four 
months  of  treatments.45  However,  they  did  not  in- 
vestigate any  clinical  end  point.  A group  from  Ar- 
gentina used  roxithromycin  which  is  similar  to 
azithromycin  in  their  study.46  Two  hundred  and  two 
patients  with  unstable  angina  were  randomized  to 
receive  roxithromycin  or  placebo  for  30  days.  Ac- 
tive treatment  was  completed  by  64  percent  of  pa- 
tients. During  treatment  the  C.  pneumoniae  titer 
did  not  change  despite  a decrease  in  C-reactive 
protein  titer.  However,  the  risk  of  reinfarction  and 
death  was  significantly  decreased  after  one  and 
three  months  but  remained  only  a trend  after  six 
months  (9  percent  and  4 percent  versus  2 percent 
and  0 percent  at  day  30;  12.5  percent  and  6.25  per- 
cent versus  4.37  percent  and  0 percent  at  day;  90 
and  14.6  percent  and  7.29  percent  versus  8.69  per- 
cent and  2.17  at  day  180).  Despite  these  encourag- 
ing studies,  a recent  study  involving  302  patients 
with  history  of  coronary  artery  disease  and  posi- 
tive C.  pneumoniae  titer  who  were  randomized  to 
placebo  or  azithromycin  500  mg  for  three  days, 
500  mg/week  for  three  months,  did  not  show  any 
differences  in  clinical  events  rate.  Interestingly 
most  markers  of  inflammation  were  reduced  at  six 
months.47  A recent  population  based  case  control 
study48  examined  the  possibility  that  antibiotics 
could  reduce  the  risk  of  cardiac  events.  They  evalu- 
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ated  the  effect  of  previous  use  of  tetracyclin, 
macroide,  sulfonamide,  quinolone,  penecillin,  or 
cephalosporin  antibiotics  on  the  risk  of  a subse- 
quent first  acute  myocardial  infarction.  They  in- 
clude the  records  of  approximately  three  million 
patients  enrolled  in  more  than  350  general  prac- 
tices in  United  Kingdom.  A total  of  3,3 15  cases  of 
first-time  acute  MI  (between  1992  and  1997)  and 
3,139  matched  controls  without  MI  were  analyzed. 
Tetracyclin  use  was  associated  with  30  percent  re- 
duction in  the  odds  of  a first  acute  MI  and  quinolone 
use  with  55  percent  reduction.  No  trend  was  found 
for  the  use  of  macrolides,  sulfonamides,  penicillin 
or  cephalosporins. 

The  first  animal  model  using  antibiotic  treat- 
ment was  conducted  by  Muhlestein  et  al ,49  Thirty 
rabbits  were  given  intranasal  C.  pneumoniae  or 
saline  three  times  for  three  weeks.  Infected  and  con- 
trol animals  were  randomized  to  seven  weeks  of 
azithromycin  treatment  or  no  therapy.  Three  months 
after  infection  aortas  were  removed  and  evaluated 
blindly.  An  increase  in  intima  thickening  was  found 
in  infected  rabbits  while  azithromycin  treated  rab- 
bits were  protected  from  those  changes. 

Two  large  multicenter  trials  are  currently  un- 
derway to  evaluate  any  protective  effect  of 
azithromycin  in  patients  with  coronary  artery  dis- 
ease and  positive  C.  pneumoniae  titer.  One  is  the 
weekly  Intervention  with  Zithromax  against  Ath- 
erosclerotic Related  Disorder  (WIZARD)  trial  in- 
volving 3,500  patients  with  prior  MI  and  C. 
pneumoniae  antibodies  for  a period  of  2.5  years. 
The  second  trial  is  the  Azithromycin  and  Coronary 
Event  Study  (ACES)  enrolling  4,000  patients  with 
CAD  in  more  than  20  centers  throughout  the  United 
States.  Patients  will  be  treated  with  azithromycin 
or  placebo  for  one  year,  and  their  outcome  will  be 
followed  for  four  years. 

SUMMARY 

There  are  numerous  studies  that  were  able  to  find 
C.  pneumoniae  infections  as  a contributing  factor 
in  atherosclerosis  pathogenesis.  Positive  serology 
for  C.  pneumoniae  was  found  in  most  studies  in 
patients  with  atherosclerosis  (IgG,  IgA,  IgM).  Most 
studies  were  able  to  correlate  an  elevated  IgA  anti- 
body titer  rather  than  the  IgG  titer  to  the  risk  for 
atherosclerosis.  C.  pneumoniae  and  its  components 
(DNA,  antigens)  were  detected  in  atherosclerotic 


plaques  using  immunohistochemistry,  PCR,  elec- 
tron microscopy  and  cell  cultures.  C.  pneumoniae 
has  been  located  in  endothelium,  smooth  muscle 
cells  and  macrophages  of  arterial  wall  with  ath- 
erosclerosis but  not  in  normal  arteries.  Cellular 
models  have  shown  that  C.  pneumoniae  is  able  to 
replicate  in  endothelium,  macrophages  and  smooth 
muscle  cells.  A high  C.  pneumoniae  antibody  titer 
was  found  to  correlate  with  high  level  of  LDL  and 
triglycerides  and  low  level  of  HDL.  C.  pneumoniae 
infection  increases  platelet  adhesion  and  adhesion 
molecules  at  the  surface  of  endothelium.  C. 
pneumoniae  could  be  a cofactor  for  atherosclero- 
sis combined  with  high  level  of  lipids  as  shown  in 
an  animal  model  but  not  alone.  Strong  cellular  and 
humoral  immunity  have  been  found  in  men  with 
atherosclerosis  and  positive  C.  pneumoniae  titers. 
This  organism  could  be  found  in  diverse  arteries 
with  atherosclerosis.  One  particular  C.  pneumoniae 
strain  (AR  39)  appears  to  be  more  frequently  in- 
volved in  atherosclerosis.  Antibiotic  treatment  with 
azithromycin  appears  to  be  protective  against  ath- 
erosclerosis complications.  However,  there  is  as 
yet  no  conclusive  evidence  that  C.  pneumoniae 
causes  atherosclerosis,  but  most  likely  it  may  en- 
hance this  process.  Two  large  randomized  clinical 
trials  are  currently  underway  evaluating 
azithromycin  treatment  in  patients  with  atheroscle- 
rosis which  will  hopefully  give  us  answers  about 
the  role  of  antibiotic  treatment. 
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One  of  my  teachers,  the  late  Thomas  Evans 
Brittingham  of  Vanderbilt  University,  maintained 
that  more  diseases  are  infectious  than  most  of  us 
are  willing  to  admit.  He  refused  to  accept,  for  ex- 
ample, that  systemic  lupus  erythematosus  or 
Hodgkin’s  disease  were  sufficiently  wrell-under- 
stood  to  allow  confident  diagnosis  and  treatment. 
Dr.  Brittingham  was  usually  iconoclastic  and  of- 
ten right. 

In  this  issue  of  The  Journal  Dr.  Reza  Movahed 
summarizes  current  evidence  that  Chlamydia 
pneumoniae  might  cause  at  least  some  cases  of  ath- 
erosclerosis. The  evidence  includes  the  presence 
of  antibodies  against  C.  pneumoniae  in  patients 
with  coronary  disease;  the  identification  of  C. 
pneumoniae  in  plaques;  the  production  of  experi- 
mental atherosclerosis  using  C.  pneumoniae  in  ani- 
mal models;  and  the  suggestion  that  patients  with 
coronary  disease  who  received  antibiotics  did  bet- 
ter than  those  who  did  not  receive  antibiotics.  All 
of  these  studies  are  tantalizing. 

Although  some  studies  indicate  a low  prevalence 
of  Chlamydia  pneumoniae  in  atherosclerotic 
plaques,  the  preponderance  of  evidence  points  to  a 
clear-cut  association.1-2  Whether  the  association  is 
causal  remains  another  matter.  Is  the  presence  of 
Chlamydia  pneumoniae  in  atherosclerotic  lesions 
a mere  epiphenomenon — a benign  colonization  by 
the  microorganism  at  an  already  diseased  site?  Or 
does  C.  pneumoniae  cause  or  perpetuate  the  accu- 
mulation of  lipids  and  inflammatory  response  that 
characterizes  the  mature  plaque?  These  important 
questions  will  be  difficult  to  answer.  Especially 
needed  is  a primate  model,  but  apparently  no  such 
model  is  being  studied  at  this  time. 

Efforts  to  demonstrate  infectious  causes  of  diseases 
thought  previously  to  be  of  non-infectious  etiology 
have  gained  considerable  momentum  in  recent  years. 
A selective  brief  summary,  based  on  Dr.  Bennett 
Lorber’s  review  of  the  literature. 3 is  as  follows: 


• Peptic  ulcer  disease : In  1984  Drs.  Barry  J. 
Marshall  and  J.  R.  Warren  of  Australia  reported 
that  “unidentified  curved  bacilli"  were  associated 
with  peptic  ulcer  disease.  The  association  of  the 
organism  now  known  as  Helicobacter  pylori  with 
peptic  ulcer  disease,  chronic  gastritis,  and  low- 
grade  B-cell  lymphomas  (“maltomas”)  of  the  gas- 
tric mucosa  is  now  well-established.  However,  the 
cause-and-effect  relationships,  the  strain  differ- 
ences among  Helicobacter  isolates,  and  the  thera- 
peutic implications  present  many  unresolved  issues, 
attracting  the  attention  of  numerous  investigators 
throughout  the  world. 

• Spongioform  encephalopathy.  There  are  four 
recognized  types  of  human  spongioform  encepha- 
lopathy; Creutzfeldt-Jakob  disease,  kuru, 
Gerstmann-Straussler  disease,  and  fatal  familial  in- 
somnia. Experimental  studies  indicated  that  two 
of  these  (Creutzfeldt-Jakob  disease  and  kuru)  could 
be  transmitted  to  animals  by  the  injection  of  ex- 
tracts of  diseased  brains  and  that  these  might  be 
“slow  virus”  diseases.  Then  it  was  shown  that 
spongioform  encephalopathy  may  be  caused  by 
tiny  bits  of  protein  devoid  of  amino  acids,  known 
as  “proteinaceous  infectious  particles”  or  “prions.” 
Thus,  we  now  have  the  fascinating  possibility  that 
at  least  some  cases  of  chronic  neurodegenerative 
diseases  are  of  infectious  origin. 

• Bell's  palsy:  We  now  have  evidence  that  many, 
perhaps  most  cases  of  Bell’s  palsy  are  caused  by 
herpes  simplex  virus  type  1 (HSV-1).  Other  cases 
are  clearly  associated  with  Lyme  disease,  caused 
by  the  spirochete  Borrelia  burgdorferi. 

• Hemolytic -uremic  syndrome : It  now  seems  that 
up  to  75  percent  of  cases  of  this  important  syn- 
drome in  children  represent  complications  of  in- 
fection by  E.  coli  0157:H7,  famously  associated 
with  the  ingestion  of  undercooked  hamburgers. 

• Vasculitis:  The  hepatitis  B virus  is  associated,  se- 
rologically at  least,  with  up  to  25  percent  of  cases 
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of  polyarteritis  nodosa.  The  hepatitis  C virus  is  as- 
sociated with  an  even  higher  percentage  (perhaps 
up  to  9 1 percent)  of  cases  of  mixed  cryoglobuline- 
mia. At  least  some  cases  of  Wegener’s  granuloma- 
tosis respond  to  trimethoprim-sulfamethoxazole, 
suggesting  an  infectious  etiology. 

• Inflammatory  bowel  disease : Recent  studies 
strengthen  the  suspicion  that  Crohn’s  disease  may 
be  of  infectious  etiology.  Candidate  agents  include 
a paramyxovirus  and  Mycobacterium  paratuber- 
culosis. 

• Diabetes  mellitus : Clinical  and  epidemiologic 
studies  suggest  that  enteroviruses  may  trigger  the 
onset  of  insulin-dependent  diabetes  mellitus. 

• Cancer.  Well-established  associations  include 
hepatitis  B and  C viruses  with  hepatocellular  car- 
cinoma; human  papilloma  virus  with  carcinoma  of 
the  cervix;  the  Epstein-Barr  virus  with  Burkitt  lym- 
phoma, nasopharyngeal  carcinoma,  and  AIDS-as- 
sociated lymphoma  of  the  central  nervous  system; 
and  Helicobacter  pylori  with  maltoma  and  carci- 
noma of  the  stomach.  Recently,  human  herpesvi- 
rus 8 has  been  associated  with  Kaposi’s  sarcoma. 

Lorber  describes  these  demonstrations  as  “a 
quiet  scientific  revolution”  that  raises  the  exciting 
possibility  that  a large  fraction  of  human  maladies 
may  ultimately  prove  to  be  vaccine-preventable. 

The  link  between  infections  and  chronic  disease 
may  ultimately  prove  to  be  of  basic  biologic  sig- 
nificance. Attracting  a great  deal  of  attention  re- 
cently has  been  the  “new  germ  theory”  outlined  by 
Professor  Paul  Ewald  of  Amherst  College.  Ewald’s 
thesis  has  been  explained  in  lay  terms  as  “the  germ 


theory,  part  II.”4  Part  I of  the  germ  theory,  accord- 
ing to  this  dichotomy,  is  best  summed  up  by  Koch’s 
postulates — the  time-honored  way  to  go  about 
proving  that  a disease  is  caused  by  an  infectious 
agent.  Part  II  of  the  germ  theory  relates  to  the  evo- 
lutionary biology  of  both  pathogen  and  host.  Put 
simply,  it  is  to  the  survival  advantage  of  pathogens 
that  do  not  spread  readily  from  one  person  to  an- 
other by  a way  of  a vector  (such  as  a mosquito) 
that  they  cause  relatively  low-grade,  chronic  ill- 
ness. If  this  thesis  proves  to  be  correct,  it  will  surely 
change  the  way  we  think  about,  diagnose,  and  treat 
many  and  perhaps  most  chronic  ailments. 

Thus,  the  possibility  that  atherosclerosis  might 
be  due  to  Chlamydia  pneumoniae  is  but  one  as- 
pect of  a new  chapter  in  our  search  for  the  causes 
of  common  diseases.  I suspect  that  my  former 
teacher,  Dr.  Brittingham,  would  be  fascinated  by 
all  of  these  developments. 

— CSB 
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A Checklist  for  Managed  Care  Contracting 

A Service  of  the  Medical  Economics  Department 

General  Contractual  Issues 


• How  long  has  the  Managed  Care  Organization  (MCO)  been  in  existence? 

• Who  are  the  officers  and  directors  of  the  MCO? 

• What  type  of  entity  (Health  Maintenance  Organization,  Preferred  Provider  Organization,  etc.)  is 
the  MCO? 

• Does  the  MCO  have  a business  plan  that  the  practice  can  review? 

• Did  the  MCO  operate  profitably  in  the  last  fiscal  year? 

• Who  is  the  Medical  Director  for  the  MCO  in  South  Carolina?  Is  he/she  currently  licensed  to 
practice  medicine  in  South  Carolina?  Where  is  this  person  physically  located  and  what  is 
his/her  medical  specialty? 

• Does  the  MCO  have  professional  liability  insurance?  If  so,  with  whom,  in  what  amount,  and 
with  what  scope  of  coverage? 

• Have  any  judgments  or  settlements  been  filed  regarding  the  MCO  in  the  last  three  years? 

Are  there  any  lawsuits,  claims,  or  regulatory  investigations  currently  pending  against  the 
MCO? 

• How  many  enrollees  does  the  MCO  have  in  the  practice’s  geographic  regio  Provide  a list  of  the 
participating  physicians,  hospitals,  and  ancillary  providers  in  the  practice’s  area.  What  is  the  annual 
turnover  rate  among  physicians  enrolled  with  the  MCO  in  South  Carolina?  How  many  physicians  have 
terminated  their  contracts  with  the  MCO  in  past  few  years  and  why? 

• How  many  local  physicians  in  the  practice’s  specialty  are  currently  contracted  with  the 
MCO? 

• Which  employer  groups  in  the  practice’s  area  have  contracted  with  the  MCO? 

• Does  the  MCO  have  a 24-hour  toll-free  number  or  an  Internet  website  for  the  practice  to 
access  for  coverage/eligibility  questions?  Does  the  MCO  have  a 24-hour  customer  service 
number  for  patients  as  well? 

• Has  the  MCO  provided  all  documents,  manuals,  appendices,  etc.,  that  were  referred  to  or 
incorporated  by  reference  into  the  managed  care  contract? 

Specific  Contractual  Issues 


• Are  all  parties  to  the  contract  clearly  identified? 

• Have  all  blank  spaces  been  filled  in? 

• Is  the  term  of  the  contract  clear?  Does  the  term  of  the  contract  automatically  renew  without  the 
consent  of  the  practice?  Is  the  process  for  termination  understood?  If  there  is  a termination 
without  cause  provision,  what  is  the  notice  period?  Are  the  grounds  for  termination  with  cause 
clearly  stated?  Does  that  provision  allowing  termination  with  cause  require  the  MCO  to  provide 
the  practice  with  adequate  notice  and  opportunity  to  cure  or  correct  the  alleged  problem? 


What  range  of  services  is  covered  by  the  contract?  Are  there  any  services  that  the  MCO  does 
not  cover  in  any  instance  (i.e.  experimental  procedures  or  drugs)? 

Continued  on  next  page 


• How  does  the  practice  file  claims?  Does  the  contract  specify  that  claims  must  be  filed  within  a 
certain  amount  of  days  after  the  date  of  service?  If  so,  what  is  this  time  period,  and  is  there  a 
penalty  to  the  practice  if  claims  are  not  filed  within  this  time  frame?  Is  there  any  electronic  filing, 
and  if  so,  is  there  any  additional  charge  related  to  electronic  filing? 

• Can  the  practice  bill  the  patient  directly  for  co-payments  and  non-covered  services? 

• If  the  practice  is  being  paid  on  a discounted  fee  for  service  basis,  is  it  clear  how  this  discounted 
fee  is  determined? 

• If  payment  is  by  capitation,  does  the  contract  specify  the  precise  set  of  services  covered  by  the 
capitation,  when  the  capitation  will  be  paid,  provisions  for  stop-loss  insurance,  whether  payment 
can  be  increased,  and  under  what  circumstances? 

• If  the  plan  has  a withhold,  is  the  amount  of  the  withhold  clearly  spelled  out?  Are  the 
circumstances  under  which  the  withhold  will  be  returned  addressed,  and  is  the  time  period  for 
return  of  the  withhold  made  explicit?  What  is  the  MCO’s  track  record  for  returning  withholds? 

• If  the  practice  is  to  be  a “gatekeeper,”  what  additional  administrative  or  other  obligations  are 
required?  Is  the  practice  compensated  for  this? 

• Are  the  practice  physicians  required  to  be  Board  certified  or  eligible? 

• What  availability  requirements  does  the  contract  impose?  Is  the  practice  required  to  substitute  a 
provider  when  not  available?  Must  this  alternative  provider  also  be  a participating  physician? 

• What  limitations  are  there  on  referrals  to  other  providers?  Can  the  practice  refer  to  any 
physician  or  must  all  physicians  be  in  the  network? 

• Does  the  contract  provide  any  protection  to  the  practice  for  retroactive  denials? 

• What  are  the  MCO’s  billing  and  payment  procedures?  Does  the  contract  specifically  require  the 
MCO  to  pay  claims  within  a certain  time  period?  If  so,  what  is  this  time  period,  and  is  there  a 
penalty  to  the  MCO  if  “clean”  claims  are  not  paid  within  this  time  period? 

• Can  any  of  the  reimbursement  or  billing  procedures  be  changed  by  the  MCO  without  the 
practice’s  prior  written  consent? 

• How  are  disputes  resolved?  Does  the  practice  have  the  right  to  participate  in  the  resolution  of 
disputes  between  the  patient  and  the  MCO? 

• What  is  the  mechanism  for  changing  the  terms  of  the  contract?  Can  any  provision  be  changed 
without  the  consent  of  the  practice? 

• Is  the  coordination  o benefits  provisions  clearly  stated?  How  will  the  practice  be  reimbursed 
when  the  MCO  is  the  secondary  payor? 

• Are  the  utilization  review  procedures  clearly  stated?  Is  there  a physician  on  the  utilization  review 
committee?  Is  this  physician  within  the  same  specialty  as  the  practice?  Who  has  the  right  to 
appeal  the  utilization  review  decisions? 

• What  are  the  notice  periods  for  accepting  or  declining  new  patients? 

• Under  what  circumstances  may  the  contract  be  assigned?  Do  assignment  provisions  apply  to 
both  parties  or  just  to  the  MCO?  What,  if  any,  consent  is  required  from  the  other  party?  What 
provisions  exist  for  assignment  by  the  practice  in  case  of  merger  with  or  acquisition  by  another 
health  entity? 

• Is  there  a hold  harmless  or  indemnification  provision  in  the  contract?  If  so,  has  the  practice 
checked  with  its  professional  liability  carrier  to  ascertain  the  effect  of  this  provision? 


The  SCMA’s  Practice  Management  Services,  Inc.  (PMSI)  can  provide  your  office  with  a copy  of  the  South 
Carolina  Physician’s  Guide  to  Managed  Care  Contracts  for  a nominal  fee.  PMSI  will  also  mail  you  the  model 
managed  care  contract  that  combines  legal  language  along  part  of  the  page  with  a layman’s  explanation 
along  the  other.  For  either  of  these  publications,  please  contact  Anne  Harvin  Gavin  at  (803)  798-6207  or 
statewide  at  (800)  327-1021,  extension  260. 


Oh  the  Cover. 


RODERICK  MACDONALD,  M.  D.  (1898-1985) 


This  month’s  cover  story  was  almost  written  for 
me  (edited  slightly  for  space  and  current  use)  in 
1987  by  Dr.  Macdonald’s  family  at  Dr.  Thomas 
Leland’s  request  for  biographical  information  on 
South  Carolina  physicians,  especially  past 
presidents  of  the  Association.  I add  a few  details 
overlooked  by  the  family  from  Dr.  Macdonald’s 
own  sketch  of  his  life.  He  attended  his  first  SCMA 
meeting  in  Spartanburg,  SC  in  1925  (two  years  after 
he  graduated  from  medical  school).  While  president 
of  SCMA,  the  Blue-Cross/Blue-Shield  Insurance 
Group  was  organized.  His  SCMA  presidential 
address  suggested  the  formation  of  a Grievance 
Committe  (later  the  Mediation  committee)  which 
he  was  appointed  to  chair.  He  also  served  on  the 
Advisory  Committee  to  the  S.  C.  State  Board  of 
Health  relative  to  expenditure  of  Hill-Burton  funds. 
Dr.  Macdonald  lists  as  his  hobbies:  growing  roses, 
history  and  studying  ophthalmology. 

Born  on  September  1, 1898,  in  Blackstock,  South 
Carolina,  once  a thriving  railroad  village,  Roderick 
Macdonald  . . .,  like  his  father  who  was  from 
Scotland,  adored  the  rolling  fields  of  Fairfield 
County,  the  farmlands  his  father  owned,  and  the 
church. 

As  a child,  he  knew  that  he  wanted  to  practice 
medicine.  When  he  was  five  years  old,  he  performed 
what  he  later  smilingly  called  his  first  surgery.  He 
cut  a poodle  \ s bangs,  afraid  that  the  dog  couldn  Y 
see.  Early,  too,  he  came  to  know  and  understand 
the  vicissitudes  of  life.  He  listened  to  his 
grandmother’s  stories  about  the  Union  Army 
coming  through  the  South;  he  saw  his  father ’s  store 
burn  and  the  price  of  cotton  drop  to  5 cents  a 
pound;  he  had  to  borrow  money  to  study  medicine 
which  he  later  explained  to  his  wife  was  “ a jealous 
goddess.  ” But  his  abiding  faith,  compassion,  sense 
of  humor,  and  integrity  sustained  him  throughout 
his  life. 

He  often  fondly  reminisced  about  his  college 
days  at  the  University  of  South  Carolina  where  he 
studied  and  tutored  fellow  students  in  history  in 


exchange  for  buckets  of  coal  (fuel  for  his  room  on 
the  horseshoe ).  He  often  told  stories  of  his 
experiences  there.  “I  sold  my  prized  heifer  at  the 
State  Fair  in  order  to  buy  a suit  of  clothes  to  enter 
the  university,  ” he  would  explain.  . . . 

During  his  university  days,  he  joined  the  Army 
and  served  as  First  Lieutenant  of  Infantry  in  World 
War  I.  He  journeyed  to  Plattsburg,  New  York,  and 
Camp  Grant,  Illinois.  “It  was  cold,  ” he  would 
relate,  “ different  from  the  Southland.  ” Macdonald 
was  proud  of  being  a Scot  and  of  being  a 
Southerner.  A history  buff,  he  could  recount  the 
battles  of  the  American  Revolution,  the  origin  of 
South  Carolina ’s  historical  churches,  and  tales  of 
his  Scottish  ancestors.  He  enjoyed  the  clan 
gatherings  on  Grandfather  Mountain. 

In  1934  Dr.  Macdonald  moved  to  Rock  Hill 
where  he  opened  a practice  and  remained  until  he 
died  on  July  27,  1985,  ten  days  after  he  closed  his 
office. 

Medicine  was  a life-long  career  for  Roderick 
Macdonald.  He  chose  Ophthalmology  and 
Otorynolarngology  as  his  fields  of  specialty  and 
throughout  his  career  took  many  courses 
throughout  the  United  States  and  Europe  which 
would  further  his  education  in  his  chosen  specialty. 
In  many  ways,  Dr.  Macdonalds  hobbies  were  really 
an  extension  of  his  profession.  He  avidly  read 
medicine,  medical  books  filling  his  library  shelves. 

In  addition,  he  enjoyed  trains.  He  was  a 
Southern  Railway  Surgeon.  He  also  enjoyed  going 
to  the  symphony.  He  gave  generously  to  colleges, 
Thornwell  Orphanage,  and  to  his  church,  Oakland 
Avenue  Presbyterian,  where  he  was  an  elder  for 
many  years. 

He  was  a member  and  officer  of  many  societies, 
in  both  the  medical  profession  and  in  other  fields. 
He  was  president  of  the  South  Carolina  Medical 
Association  [in  1949-1950]  and  was  a past 
president  of  the  South  Carolina  Society  of 
Ophthalmology  and  Otolarynology.  He  was  also 
Secretary-Treasurer  of  that  Society  for  25  years. 
He  was  a member  of  Council  [1937-1948  & 1963- 
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1967]  and  Chairman  of  the  Council  [1947-1949] 
of  the  South  Carolina  Medical  Association  and  a 
member  of  the  S.  C.  Board  of  Medical  Examiners. 
He  was  Past  President  and  Secretary-Treasurer  of 
the  York  County  Medical  Society,  as  well  as  a 
member  of  the  York  County  Hospital  Board  of 
Trustees.  He  was  one  of  the  organizing  founders 

of  the  York  County  Hospital 

Compassion  and  kindness  were  two  of  his 
outstanding  features.  He  had  a way  with  people. 
He  could  talk  to  anyone.  Often  to  coax  children 
into  letting  him  put  drops  in  their  eyes,  he  would 
show  them  Pop-Eye,  a wooden  statue  carved  by 
one  of  his  beloved  patients.  “ Everybody  loved  Dr. 
Macdonald ” was  the  sentence  friends  and  relatives 


used  as  they  gathered  for  his  funeral  in  the  summer 
of  1985,  just  a short  time  before  his  87th  birthday. 

And  to  his  four  children:  Roderick  Macdonald, 
Jr.,  M.D.,  Ophthalmology;  Rose  Macdonald, 
musician  and  therapist;  Mary  Macdonald,  teacher 
and  composer;  and  Martha  Benn  Macdonald, 
college  instructor  and  writer,  Dr.  Roderick 
Macdonald  bequeathed  a deep  sense  of  honor, 
integrity,  and  responsibility. 

by  Martha  Benn  Macdonald 

Jane  McCutchen  Brown,  Curator 

Waring  Historical  Library 


Caution:  Side  effects  include  feelings 
of  relaxation  and  tranquility 


Dewees  is  a private,  oceanfront  island  minutes 
from  Historic  Charleston,  SC.  A wide,  natural 
beach  stretches  for  2x/i  miles;  65  percent  of  the 
island  is  in  permanent  conservation;  a community 
limited  to  150  homesites  ever. 

Come  explore  Dewees  soon! 

Call  1-800-444-7352 

or  (843)  886-8783 
www.deweesisland.com 

Dewees  Island  Real  Estate,  Inc. 

Eddie  Weekley,  BIC 

Obtain  the  Property  Report  required  by  Federal  law  and  read  it  before  signing  anything. 
No  Federal  agency  has  judged  the  merits  or  value,  if  any,  of  this  property.  N.J.E.  6-96-3/2 
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AMA  ALLIANCE  1999  ANNUAL  SESSION 
CHICAGO,  IL 


South  Carolina  was  well  represented  this  year  for  the  American  Medical  Association’s  Annual  Session 
held  at  the  Drake  Hotel.  We  were  represented  by  six  state  delegates:  Shirley  Meiere,  1999-2000  SCMAA 
President;  Gail  Delaney;  Stephanie  Evans;  Debbie  Knight;  Ruth  Anne  Lawson;  and  Laurie  Schwarz. 
Alternate  Delegates  were  Alexis  Alia  and  Betty  Hester.  Dee  Jewell,  who  served  on  the  AMA  Founda- 
tion  for  the  AMA  Alliance  and  Hope  Grayson,  Chairman  of  the  AMAA  Membership  Committee,  were 
also  present  from  South  Carolina. 

Our  session  began  on  Sunday,  June  20,  1999,  and  we  were  privileged  to  attend  the  Opening  Ceremony 
at  the  AMA  House  of  Delegates.  As  you  are  most  likely  aware,  Dr.  Randy  Smoak  of  Orangeburg  was 
introduced  as  President-Elect  of  the  American  Medical  Association.  As  he  is  the  first  physician  from 
South  Carolina  to  hold  this  office,  it  was  an  especially  proud  moment  for  all  of  us! 

During  the  Plenary  Session  on  Sunday  afternoon,  HAP  awards  were  given  and  Greenville,  South  Caro- 
lina accepted  the  National  Award  for  their  Health  Project  this  year,  “Beanie  Baby  Drive” — Kids  Help- 
ing Kids!  Mrs.  Elizabeth  Troutman  travelled  from  South  Carolina  and  gave  a touching  account  of  this 
project.  Again,  we  were  all  very  proud.  Once  again,  South  Carolina  shined! 

The  76th  Opening  Meeting  of  the  AMA  Alliance  Annual  Session  began  on  Sunday  afternoon.  Colleen 
Adam  of  Nebraska  presided  as  President.  Nominations  for  the  2000  Nominating  Committee  were  intro- 
duced and  Dee  Jewell  of  York  County,  South  Carolina,  was  among  the  nominees.  Dr.  Nancy  W.  Dickey, 
Past  President  of  the  AMA,  was  present  to  speak  to  us. 

We  attended  Reference  Committee  Hearings  (Policy  Resolutions),  Budget,  Bylaws,  and  Health  Issues 
in  smaller  groups.  We  voted  on  resolutions  to  become  policy.  The  AMA  Foundation  thanked  delegates 
for  the  contribution  of  $1,434,970.97  this  year!  This  is  an  increase  of  $100,000! 

Alexis  Alia,  Immediate  Past  SCMAA  President,  delivered  an  invigorating  State  Report  to  the  House  of 
Delegates.  She  proudly  announced  that  South  Carolina  had  seven  counties  this  year  who  increased 
AMAA  membership  by  five  percent. 

Hope  Grayson  of  Charleston  was  installed  as  AMA  Alliance  Field  Director  for  1999-2000.  Ann  Hansen, 
the  AMAA  President,  has  made  school  violence  her  focus  for  the  upcoming  year.  We  are  all  enthusiastic 
as  we  close  this  Annual  Session  and  go  home  to  implement  our  goals  for  the  year! 
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ALLERGY  & IMMUNOLOGY,  CHILD  AND 
ADOLESCENT  PSYCHIATRY,  DERMATOL- 
OGY, FAMILY  PRACTICE,  GENERAL  SUR- 
GERY, ONCOLOGY,  OTOLARYNGOLOGY: 

Practice  opportunities  exist  in  local  medical  facili- 
ties and  with  private  practice  groups  in  Orangeburg 
County  for  experienced  practitioners  and  graduating 
residents/fellows.  All  positions  include  salary  or 
minimum  net  income  guarantee  and  a relocation  al- 
lowance. Located  at  the  junction  of  1-26  and  1-95,  35 
minutes  to  Columbia  and  70  minutes  to  Charleston. 
Area  known  for  its  gardens,  golf,  hunting  and  fish- 
ing (Lake  Marion).  Achieve  financial  success  in  a 
non-competitive  environment  while  enjoying  a su- 
perior quality  of  life.  Contact  Dr.  Chermol,  The  Re- 
gional Medical  Center  at  (800)  866-6045. 


FOR  SALE:  Three  Cameron  Heartometers 
(Phlebosphygnometers):  Used  to  measure  and 
record  blood  pressure,  cardiac  rates,  rhythms  and 
output,  peripheral  vascular  circulation  and  cardio- 
vascular efficiency.  Price:  $200  each. 

Cameron  Heartometer  owner’s  manual.  Price:  $50. 
Cardi-All;  manufactured  by  Beck-Lee  in  Chicago. 
Comes  with  instructions.  Price:  $250. 

Call  Dr.  Jones  at  (803)  796-3750. 

MEDICAL  BILLING  SERVICES:  Wright’s 
Health  Care  Service , a complete  electronic  bill- 
ing service  designed  to  meet  all  your  medical 
billing  needs.  Contact  (803)  788-0903  for  a per- 
sonal analysis  of  your  practice. 
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Matters  of  Interest 
to  South  Carolina 
Physicians.  yy 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


HOW  LONG  WILL  $1,000,000  LAST? 


$1 ,000,000  sounds  like  a lot  of  money.  That’s  because  we’re  used  to  thinking  in 
terms  of  income  rather  than  capital.  However,  if  we  consider  the  income  that 
$1 ,000,000  will  produce,  it  doesn’t  seem  like  much.  This  table  shows  how  many 
years  $1,000,000  will  last. 


INTEREST  RATE 

MONTHLY  6%  8%  10% 


INCOME 

$5,000 

27.0 

38.0 

Forever 

$6,000 

20.0 

24.8 

36.0 

$7,000 

16.0 

18.7 

23.0 

$8,000 

13.4 

15.1 

17.5 

$9,000 

11.6 

12.7 

14.3 

$10,000 

10.2 

11.0 

12.1 

Example:  If  you  begin  with  $1,000,000  and 
continuously  earn  8%  interest,  you  can  withdraw 
$6,000  per  month  for  24.8  years.  The  fund  will  then 
be  depleted. 

Assumes  spendable  dollars  after  income  taxes  in  a 
35%  combined  federal  and  state  bracket. 


HOW  LONG  DOES  IT  TAKE  TO  ACCUMULATE  $1,000,000? 


If  you  want  to  accumulate  a fund  of  $1 ,000,000  in  the  future,  the  following  chart 
shows  how  many  years  it  will  take. 


INTEREST  RATE 


MONTHLY 

SAVINGS 

6% 

8% 

10% 

$1,000 

29.5 

24.5 

22.2 

$1,500 

24.5 

20.8 

18.9 

$2,000 

20.8 

17.9 

16.5 

$2,500 

18.7 

15.8 

14.5 

$3,000 

15.8 

14.5 

12.8 

Example:  If  you  earn  8%  per  year  and  can  save 
$2,000  per  month,  it  will  take  17.9  years  to 
accumulate  $1,000,000. 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax 
advice.  Only  your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 

P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


Who's 


WATCHING  OUT 

For  You? 


From  providers  to  community  leaders,  researchers  to  educators,  and  government 
officials  to  citizens,  the  National  Rural  Health  Association’s  members  seek  to 
improve  the  health  care  of  rural  Americans  through  advocacy,  communications, 
education  and  research. 

Shrinking  populations,  stalled  economic  conditions,  reduced  health  care  dollars  and 
elderly  patient  bases  create  challenges  for  communities  and  health  care  providers  alike.  In 
rural  communities  across  America,  concerned  community  leaders  and  citizens  pool  their 
energies  to  make  high-quality  health  care  available  and  affordable. 

The  National  Rural  Health  Association  and  its  members  work  to  overcome  rural 
health  care  challenges.  They  focus  on  reforming  and  strengthening  health  care  to  meet  the 
needs  of  rural  areas.  While  government  funding  continues  to  dwindle,  this  multi- 
disciplinary group  of  health  professionals  and  leaders  finds  innovate  solutions  to  complex 
dilemmas. 


National  Rural  Health  Association  — Caring  for  the  Country 


For  more  information,  contact  the  NRHA, 

One  West  Armour  Boulevard,  Suite  301,  Kansas  City,  MO  641 1 1; 
816-756-3140;  fax  816-756-3144. 


Or  visit  us  on  the  World  Wide  Web  at  http:Wwww.NRHArural.org 
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PART  I— FRONTIER  MANAGEMENT  OF  PEDIATRIC 
HEART  DISEASE 

GUEST  EDITOR:  J.  PHILIP  SAUL,  M.D. 
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RECIPIENT  DONOR 

Fig.  2.  Schematic  diagram  of  the  extracorporeal  circulation  for  open-heart  surgery  with  con- 
trolled cross  circulation.  The  single  Sigmamotor  pump  activated  and  controlled  the  blood  flow 
by  external  compression  of  the  tubing  by  multiple  cam-operated  metallic  fingers.  Thus,  use  of 
a single  pump,  as  portrayed,  aided  in  preventing  flow  imbalances  between  the  two  circuits. 


Practice  Clinical 

Management  System 

‘P/CMS’ 


Microsoft  Windows  & 
Windows/NT 


Whether  it  be  their  smiling  faces  or  pictures 
and  images  that  provide  an  all  encompassing 
assessment  of  their  medical  records  and 
history,  Fox  Meadows  ‘P/CMS’  makes  it  all 
accessible  at  the  touch  of  a button. 


t Clinical  Reporter  - Usenjo  pcare 


File  Edit  View  Sections  Dictation  Help 


Using  easily  accessible  & maintainable 
industry  standards  such  as  Microsoft 
Windows  and  FoxPro  DBMS,  Fox 
Meadows  has  a suite  of  ready  to  use 
application  software  to  run  any  and  all 
aspects  of  a medical  or  clinical  practice. 
The  system  can  easily  be  customized 
providing  immediate  results. 


«fcciete>  CTRL-tALT  tuns  microphone  on 


Plan  Signature  J 
Section|  Section  | 

Patient  info  Subjective]  Past  Histort  Objective!  Assessment  I 
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Say  "Patient  Name"  PATIENT  NAME 
Patient  ID  or  Chart  Number?  PATIENT  ID 
Say  "SSN"  SSN 

Say  "Date  of  Birth"  DATE  OF  BIRTH 
Say  "Insurance"  INSURANCE 
Say  "Demographics".  DEMOGRAPHICS 
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To  be  more  relaxed, 

you’d  need  an  anesthesiologist 


Dewees  is  a private,  oceanfront  island  minutes 
from  Historic  Charleston,  SC.  A wide,  natural 
beach  stretches  for  2xh  miles;  65  percent  of  the 
island  is  in  permanent  conservation;  a community 
limited  to  150  homesites  ever. 

Come  explore  Dewees  soon! 

Call  1-800-444-7352 

or  (843)  886-8783 
www.deweesisland.com 

Dewees  Island  Real  Estate,  Inc. 

Eddie  Weekley,  BIC 


Dewees 

island. 


A PRIVATE.  OCEANFRONT 
ISLAND  RETREAT 
DEDICATED  TO 

ENVIRONMENTAL  PRESERVATION 


Obtain  the  Property  Report  required  by  Federal  law  and  read  it  before  signing  anything. 
No  Federal  agency  has  judged  the  merits  or  value,  if  any,  of  this  property.  N.J.E.  6-96-3/2 


Announces  Annual  Meeting 


October  9,  1999 

Charleston  f) lace  ^otd 
Charleston/  ^$C 


We  invite  all  Neurosurgeons,  Orthopaedic  Surgeons,  Physiatrists,  Pain  management 
Specialists,  Neuro-radiologists  and  Primary  Care  Physicians  interested  in  the 

management  of  Spinal  Disorders. 


For  details  contact: 


Debra  Green 

Office  (843)  876-0852  Fax  (843)  876-1352 
E-Mail:  greend@musc.edu 
Deadline:  September  10,  1999 


President 

BRIAN  G.  CUDDY,  MD 
OFFICE:  (843)  792-6393 
E-MAIL:  cuddyb@musc.edu 


President-Elect 
LEONARD  E.  FORREST,  MD 
OFFICE:  (843)  849-1551 
E-MAIL:  carolinaspine.com 


Secretary/T reasurer 

RICHARD  C.  HOLGATE,  MD 
OFFICE:  (843)  884-4671 
E-MAIL:  magnaut@aol.com 


322 


The  Journal  of  the  South  Carolina  Medical  Association 


REACH  OUT  TO  KEEP  CHILDREN  HEALTHY 

Right  up  front  let  me  congratulate  Dr.  Philip  Saul,  Guest  Editor  of  the  Journal  for  this  and  next  month. 
He  and  his  Co-Editors,  Drs.  Shuler,  Home,  and  Trant,  have  put  together  a smorgasbord  of  articles  for 
the  primary  care  physician.  As  news  concerning  this  publication  endeavor  traveled  through  the  pediat- 
ric cardiology  community,  more  and  more  contributions  were  presented  and  the  Journal  split  the  issue 
into  two  parts  to  accommodate  all  the  authors.  This  is  a wonderful  problem  for  Dr.  Charlie  Bryan,  our 
Editor  of  the  Journal , to  have.  I hope  these  two  issues  will  be  a challenge  to  others  in  South  Carolina 
medicine  to  offer  other  contributions  for  publication. 

“Our  children,  our  future.”  How  many  times  have  you  heard  this  and  in  how  many  different  contexts 
has  it  been  used?  Front-page  news  in  most  of  the  newspapers  around  the  state  in  July  was  that  South 
Carolina  ranks  39th  among  states  in  raising  of  children.  A couple  of  years  ago  we  were  46th!  How  can 
we  improve  on  this  39th  ranking?  First,  we  have  to  solve  the  teen  pregnancy  and  the  unwanted  preg- 
nancy issue.  Teen  statistics  have  improved  over  the  years,  but  what  about  the  “unwanteds”?  Add  early 
prenatal  care  and  reduction  of  prematurity,  and  the  list  can  be  enlarged  to  improve  our  39th  ranking. 

Keeping  children  healthy  is  next  in  the  natural  progression  of  improving  our  rise  from  39th!  The  fine 
articles  you  will  find  elsewhere  in  these  two  issues  are  aimed  at  identifying  the  at-risk  child  who  might 
have  cardiac  disease.  Just  as  early  prenatal  care  is  essential,  early  detection  and  intervention  are  keys  to 
the  healthy  heart  of  a child. 

Nearly  every  practitioner  in  South  Carolina,  regardless  of  specialty,  can  impact  a child’s  care.  It  is  more 
obvious  when  thinking  of  the  roles  of  the  family  physician  and  the  pediatrician.  But  you  can  always 
inquire  of  your  patient  about  their  family’s  well  being  and  their  health.  Asking  your  patient  who  may  be 
a mother,  grandmother  or  uncle  or  any  other  relative  about  their  family’s  health  will  send  a signal  from 
you  that  you  are  interested  in  more  than  just  the  blood  pressure  problem,  or  the  belly  pain,  or  the  sore 
shoulder  sitting  in  front  of  you.  Your  doctor-patient  relationship  can  transcend  other  areas  of  your 
patient’s  chief  complaint!  Use  it! 

If  we  truly  believe  that  our  children  are  our  future,  we  must  pay  more  than  lip  service  to  cliches.  We  as 
physicians  must  dig  just  a little  deeper  in  our  hearts,  yes  even  when  tired,  even  when  stressed,  to  reach 
out  to  our  children  and  their  families.  They  must  know  WE  CARE. 


William  H.  Hester,  M.  D. 
President 
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MEDICAID  UPDATE 


No  Incentive  Payments  This  Year 

The  Department  of  Health  and  Human  Services  (DHHS) 
will  not  make  incentive  payments  this  year.  Incentive 
payments  have  previously  been  made  with  surplus  funds 
at  the  end  of  the  fiscal  year.  For  the  past  several  years, 
primary  care  physicians  who  saw  a high  volume  of  Med- 
icaid recipients  received  these  payments.  However,  be- 
cause of  a budget  shortfall,  DHHS  is  financially  unable 
to  make  incentive  payments  this  year. 

The  reason  behind  the  shortfall  is  twofold.  The  enroll- 
ment of  over  93,000  children  due  to  the  Children’s  Health 
Insurance  Program  (CHIP)  has  increased  Medicaid  ex- 
penditures. Initially,  75,000  children  were  predicted  to 
enter  the  program,  but  a simple  enrollment  application 
and  wide  distribution  of  the  application  has  far  exceeded 
the  original  number  of  new  enrollees.  In  South  Carolina, 
over  93.000  children  have  been  enrolled  via  CHIP. 

The  second  reason  for  the  shortfall  is  the  rising  costs  for 
drugs.  In  the  past  year,  drug  expenditures  have  risen  38%. 
Direct  marketing  to  consumers;  a fourth  prescription  for 
Medicaid  eligible  adults,  and  a growth  in  usage  has  added 
to  the  costs  for  prescriptions.  The  SCMA  will  be  work- 
ing with  DHHS  to  educate  physicians  on  the  reasons  for 
the  budget  shortfall  and  ways  it  may  be  reversed. 

DHHS  hopes  to  obtain  additional  funding  next  year.  They 


are  aware  of  the  burden  the  expansion  of  children’s  eligi- 
bility has  placed  on  each  enrolled  provider.  You  are  en- 
couraged to  participate  in  the  following  options  for  en- 
hanced reimbursement: 

• Physicians  Enhanced  Program  (PEP) 

• Healthy  Options  Program  (HOP) 

• Enhanced  Services  for  AIDS  Patients 

• Enhanced  family  Planning  Services 

• Enhanced  Obstetrical  Services 

The  Department  of  Health  and  Environmental  Control 
(DHEC)  is  available  to  assist  in  outreach  and  follow-up. 
When  resources  are  available,  DHEC  is  interested  in  es- 
tablishing partnerships  with  physician  practices  to  pro- 
vide outreach  and  education  for  your  patients  and  care 
givers  in  accessing  appropriate,  coordinated,  and  quality 
health  care.  Preventative  and  Rehabilitative  Services  for 
Primary  Care  Enhancement,  formerly  known  as  Family 
Support  Services,  are  available  through  DHEC  to  sup- 
port medical  care  for  patients  who  exhibit  risk  factors 
which  directly  impact  their  medical  status. 

If  you  have  any  questions  about  these  programs,  please 
contact  your  Physician  Services  program  manager  at  Med- 
icaid at  (803)  898-2660.  Your  participation  in  the  South 
Carolina  Medicaid  Program  is  greatly  valued  and  appre- 
ciated. 


SOUTH  CAROLINA  CHAPTER  AAP  PRESENTS  AWARDS 

The  South  Carolina  Chapter  of  the  American  Academy  of  Pediatrics  (AAP)  honored  three  distinguished  South 
Carolinians  during  its  Annual  Scientific  Session  in  Asheville,  NC.  The  meeting,  held  on  July  31,  1999,  at  the 
Grove  Park  Inn,  provided  the  opportunity  for  the  chapter  to  present  the  following  awards: 

• Ms.  Cassie  Barber  - Child  Advocate  of  the  Year  for  her  contributions  to  the  health  and  well-being  of  South 
Carolina’s  children  and  for  her  achievements  on  behalf  of  these  children. 

• David  C.  McLean,  MD,  of  Florence  - 1999  Career  Achievement  Award  for  his  superior  accomplishments 
in  the  field  of  medicine. 

• Mr.  Jim  Burroughs  - Chapter  President's  Award  for  his  outstanding  service  to  the  chapter  and  its 
activities. 

The  special  guest  speaker  was  Joel  J.  Alpert,  MD,  President  of  the  American  Academy  of  Pediatrics. 


RISK  MANAGEMENT  PROGRAM  FOR  NEW  PHYSICIANS 


The  next  Risk  Management  Program  for  newly  licensed 
physicians  will  be  held  at  the  SCMA  Headquarters  on 
Friday,  October  8,  1999.  There  will  be  two  sessions  of- 
fered, 9:00  a.m. -12:00  p.m.  and  l:00p.m.-4:00p.m.To 
register,  call  Melissa  Hamby  at  (800)  327-1021,  ext. 
253.  This  program  is  sponsored  by  the  JUA/SCMA 
Physician  Risk  Management  Committee  for  physicians 
entering  their  first  or  second  year  of  practice.  There  is 
no  registration  fee. 

Objectives  of  Program 

At  the  end  of  this  session,  the  attendee  should  be  able 
to: 

- Name  the  more  common  causes  of  medical 
malpractice. 

- List  several  prevention  strategies  to  avoid  medical 
malpractice. 

- Recognize  the  role  of  communication  with  patients 
in  risk  management. 

- Outline  the  key  points  in  record  management  as  a 
role  of  risk  management. 

- Enumerate  the  proper  steps  to  take  when  an  adverse 
occurrence  happens. 

- Recognize  the  role  of  the  JUA/PCF  and  the  State 
Board  of  Medical  Examiners  in  risk  management. 

Program  Outline 

I.  Introduction  - March  Seabrook,  MD  (West 
Columbia,  SC) 


II.  Overview  of  JUA  and  PCF  - Sam  McEwen, 
Manager,  JUA  Claims  (Columbia,  SC) 

III.  Controlling  Medical  Liability  - March 
Seabrook,  MD 

IV.  If  You  Need  A Lawyer  - Ashby  W.  Davis,  JD 
(Greenville,  SC),  Steven  A.  Snyder,  JD 
(Greenville,  SC) 

V.  Overview  of  the  State  Board  of  Medical 
Examiners  - J.  D.  Whitehead,  Jr.,  MD,  State 
Board  of  Medical  Examiners  (Columbia,  SC) 

VI.  Hospital  Risk  Management  - Karl  Pfaehler,  SC 
Hospital  Association  (Columbia,  SC) 

VII.  Question  and  Answer  Session 

CME  Credit 

The  South  Carolina  Medical  Association  (SCMA)  des- 
ignates this  continuing  medical  education  activity  for 
up  to  3 hours  of  Category  1 credit  toward  the  Physician’s 
Recognition  Award  for  the  American  Medical  Associa- 
tion. Each  physician  should  claim  only  those  hours  of 
credit  he  or  she  actually  spent  in  the  educational  activ- 
ity. 

The  South  Carolina  Medical  Association  is  accredited 
by  the  Accreditation  Council  for  Continuing  Medical 
Education  (ACCME)  to  sponsor  continuing  medical 
education  for  physicians. 


SCMA  WORKSHOPS 

CODING  WORKSHOPS 
October  26, 1999 

There  are  two  coding  seminars  scheduled  for  this  day  and  both  will  be  held  at  the  Clarion  Town  House  Hotel.  The  first 
seminar,  “Coding  for  OB-GYN  Practices,”  will  be  held  from  9:00  a.m.  - 12:00  p.m.  The  seminar  will  discuss  all  the 
variables  for  ob  care,  preventive  care  codes,  and  multiple  surgical  procedures.  Registration  starts  at  8:30  a.m.  The  second 
seminar,  “Coding  Minor  Office  Procedures,”  will  be  held  from  1 :00  p.m.  - 4:00  p.m.  The  seminar  will  cover  the  specific 
requirements  for  billing  the  most  common  minor  surgical  procedures  at  the  time  of  the  office  visit. 

Register  by  October  18, 1999. 

Space  in  each  workshop  is  limited,  so  be  sure  to  register  early.  If  you  have  any  questions,  please  contact  Melissa 
Hamby,  ext.  253,  at  798-6207  in  Columbia,  or  at  (800)  327-1021  statewide,  or  by  e-mail  at  melissa@scmanet.org. 


SCMA  YOUNG  PHYSICIANS  SECTION  INTERIM  MEETING 

The  1999  Interim  Meeting  of  the  Young  Physicians  Section  will  be  held  Saturday,  October  23  at  Ocean  Creek 
Plantation  in  Myrtle  Beach.  Registration  information  has  already  been  mailed.  For  more  information  or  to  regis- 
ter, contact  Dr.  Eric  Senn,  YPS  Chair,  at  (843)  272-4234  or  e-mail  him  at  Vino62@aol.com. 
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PHYSICIANS  CARE  NETWORK  UPDATE 


Currently,  there  are  8,213  participating  physician  locations,  898  participating  ancillary  locations  and  97  partici- 
pating hospitals.  PCN  has  124  contracted  groups  with  63,725  covered  lives.  We  will  continue  to  provide  infor- 
mation as  contracts  are  received. 


NEW  GROUPS: 

• Dependable  Drum  Company;  Greenville; 
effective  7-1-99 

• Carolina  Laser  Technology;  Gaffney; 
effective  7/15/99 

• Life  of  the  South;  Statewide;  effective 
9-1-99 

• Marsh/Bell  Construction;  Piedmont; 
effective  9-1-99 

• USA/SES;  Statewide;  effective  8-1-99 

• Environmental  Services;  Lyman;  effective 
7-1-99 

• 2K  Southern;  Spartanburg;  effective  8-1-99 
I • Sheet  Metal  Workers;  Charleston;  effective 

7-1-99 


TERMINATIONS: 

• Cherokee  Masonry;  Gaffney;  effective  7/1/99 

RETRACTIONS: 

It  was  previously  reported  that  the  Pro vi dent/ Araz  Group 
terminated  with  Physicians  Care  Network  effective  9-1-99. 
This  is  to  advise  you  that  they  have  been  purchased  by  the 
Ceres  Group. 

It  was  previously  reported  that  Ohio  Heritage  terminated  with 
Physicians  Care  Network  effective  8-20-99.  They  remain 
current. 

If  you  have  questions  about  PCN,  please  contact  our 
Provider  Relations  Department  at  (803)  771-0077  or  (888) 
323-9271. 


SUPPORT  OUR  FUTURE  PHYSICIANS 

Season  s (greetings 

Although  the  weather  is  just  starting  to  cool  down,  many  physicians  and  physician  groups’  thoughts  are  turning  to 
the  holiday  season  and  ways  that  they  can  express  their  thanks  to  those  who  have  contributed  to  the  growth  of  their 
practices  during  the  past  year.  Some  physicians  will  give  hams,  while  others  will  give  the  ever-popular  fruit  basket 
or  box  of  chocolates.  Many  nutritionists  agree  that  the  average  American  will  gain  seven  pounds  during  the  holiday 
season,  and  these  extra  pounds  don’t  normally  disappear  with  the  beginning  of  the  new  year.  The  South  Carolina 
Medical  Association  (SCMA)  Foundation  has  an  alternative  way  you  can  express  your  gratitude  to  others  during  the 
upcoming  holiday  season. 

Instead  of  giving  the  gifts  mentioned  above,  why  not  support  our  future  physicians?  The  SCMA  Foundation  suggests 
that  you  make  a tax-deductible  contribution  to  support  our  scholarship  program  for  medical  students.  In  the  next 
month,  you  will  receive  a flyer  detailing  our  Season’s  Greetings  program,  which  will  allow  you  to  support  our  future 
physicians  and  help  increase  the  number  of  scholarships  we  can  offer  to  the  medical  students.  The  Season’s  Greet- 
ings program  allows  you  to  give  a contribution  to  the  SCMA  Foundation  in  someone  else’s  name.  In  return,  the 
SCMA  Foundation  will  send  a season’s  greetings  card  to  that  person  in  recognition  of  your  gift. 

Presently,  the  SCMA  Foundation  awards  14  scholarships  annually  to  students  from  the  Medical  University  of  South 
Carolina  and  the  University  of  South  Carolina  School  of  Medicine.  The  SCMA  Foundation  scholarships  have  made 
it  possible  for  medical  students  to  buy  books  they  need,  avoid  borrowing  more  money  at  high  interest  rates,  or  repair 
their  seven  or  eight-year-old  cars. 

Remember  to  look  for  our  flyer  in  October  about  the  Season’s  Greetings  program  and  pledge  your  support.  Today’s 
medical  student  is  tomorrow’s  physician  who  will  be  dedicated  to  the  health  of  South  Carolinians  in  the  coming  years. 
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MEDICARE  UPDATE 


Palmetto  Government  Benefits  Administrators’  direct 
electronic  submitters  should  begin  testing  as  soon  as  pos- 
sible to  ensure  their  computer  billing  applications  can 
submit  claim  data  containing  future  dates  to  the  Palmetto 
GBA  host.  This  testing  is  not  intended  as  a certification 
mechanism  for  your  computer  billing  system,  but  will 
provide  you  with  a Receipt  Listing  (Error  Report)  that 
relates  your  system’s  ability  to  submit  future  dates  to 
Palmetto  GBA  or  indicates  the  types  of  front  end  edit 
errors  incurred  by  your  test  submission.  The  claims  data 
entry  product  provided  by  Palmetto  GBA  for  electronic 
submitters  of  Medicare  Part  B claims,  PACE-B,  is  Year 
2000  ready  and  will  send  future  dates.  You  are  urged  to 
complete  this  testing  as  soon  as  possible!  If  your  claims 
are  being  submitted  to  Palmetto  GBA  by  a billing  service 
or  clearinghouse,  please  ensure  that  your  vendor  has  per- 
formed future  date  testing  of  their  billing  software  with 
all  Medicare  entities  to  which  claims  are  being  electroni- 
cally submitted  on  your  behalf.  Follow  the  steps  below 
to  prepare  for  and  submit  your  future  date  test. 

Step  1 will  help  you  determine  whether  or  not  your 
personal  computer  is  Year  2K  ready. 

Step  2 provides  instructions  on  how  to  future  date 
your  system  in  preparation  for  your  test. 

■f  Step  3 gives  you  date  parameters  for  the  submission 
of  a comprehensive  batch  of  test  claims,  testing 
details  and  post-test  instructions. 

STEP  1:  Assess  the  Y2K  Readiness  of  Your  PC  (Will 
Your  Personal  Computer  Work  After  1/1/ 
2000?) 

1.  Set  the  date  on  your  PC  to  December  31,  1999,  and 
the  time  for  23:59  p.m. 

2.  Turn  your  PC  off,  and  reboot  your  machine  after  a 
five-minute  wait. 

3.  When  your  machine  boots  up,  check  to  assure  the 
date  and  time  reads  January  1,  2000,  at 
(approximately)  12:04  a.m.  If  the  date  and  time  on 
your  PC  does  not  read  January  1,  2000,  at 
(approximately)  12:04  a.m.,  your  software  may  not 
function  on  and  after  this  date. 

4.  Check  with  your  hardware  vendor,  whether  or  not 
your  PC  passes  this  simple  test,  to  verify  the  Y2K 
validity  of  your  hardware. 

5.  To  review  lists  of  PCs  that  are  considered  Y2K 
compliant,  you  may  wish  to  consult  the  website  at 
www.nstl.com.  which  provides  lists  of  Y2K 
compliant  personal  computers  and  Y2K  compliance 
testing  software.  (This  is  not  a Palmetto  GBA 
website). 

6.  Finally,  and  perhaps  the  most  important  precaution 


to  ensure  Y2K  compliant  hardware,  contact  your 
hardware  vendor  or  personal  computer  manufacturer 
to  verify  the  compliance  of  your  personal  computer 
and  peripheral  hardware  components. 

STEP  2:  Future  Date  Your  PC  (Simulate  the  Years 
Ahead) 

1.  At  the  DOS  prompt  (C:\>),  type  DATE  and  press 
<ENTER>. 

2.  Your  system  will  display  the  current  date  and  prompt 
you  to  <Enter  new  date  (mm-dd-yy)>. 

3.  Set  your  system  date  for  a date  prior  to  1-31-2001. 

4.  Remember  to  include  the  dashes  when  you  set  your 
system  date  ahead. 

STEP  3:  Prepare  Test  Batches  and  Send  Your  Test 

1 . Prepare  a test  batch  of  approximately  20  claims. 

2.  The  Palmetto  GBA  test  system  is  set  up  to  accept 
future  dates  through  1-31-2001.  To  ensure  a 
comprehensive  future  date  test,  we  suggest  that  you 
include  test  claims  for  the  dates  of  12-31-99  (tests 
the  century  rollover);  2-28-2000,  2-29-2000  and  3- 
1-2000  (tests  leap  year  date  logic);  12-31-2000  and 
1-1-2001  (tests  new  year  rollover);  and  various  dates 
during  2000. 

3.  Enter  “TEST”  in  the  ‘TEST/PRODUCTION” 
indicator  field  in  your  software  and  in  the  BATCH 
ID  of  your  $$ADD  card.  The  National  Standard 
Format  location  for  this  indicator  is  record  AA0,  field 
21,  positions  254-257;  your  software  vendor  will 
identify  the  location  of  this  field  within  your 
software  package  for  you. 

4.  Submit  your  test  file  to  Palmetto  GBA  by  1 :00  p.m. 
Eastern  Time  or  by  8:00  p.m.  Eastern  Time. 

5.  Retrieve  your  electronic  Receipt  Listing  (Error 
Report)  approximately  one  hour  following  your  1:00 
or  8:00  test  transmission,  and  review  your  errors. 

6.  Notify  your  software  vendor  of  any  date-oriented 
errors  found  on  your  Receipt  Listing. 

Palmetto  GBA  is  not  a computer  hardware  vendor.  They 
do  not  warrant  or  represent  any  statements  concerning 
computer  hardware,  nor  are  they  responsible  for  or  as- 
sume any  liability  for  data  loss  or  technical  difficulties 
which  may  result  from  future  dating.  Palmetto  GBA 
strongly  urges  all  users  to  consult  with  the  manufacturer 
of  their  computer  hardware  prior  to  future  date  testing. 

The  Palmetto  GBA  Electronic  Media  Claims/Electronic 
Data  Interchange  Help  Line  at  (803)  788-9751  will  ad- 
dress questions  regarding  testing. 
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SPECIAL  ISSUE:  PEDIATRIC  CARDIOLOGY  UPDATE 
FOR  THE  PRIMARY  CARE  PHYSICIAN 

THE  CHILDREN’S  HEART  PROGRAM  OF  SOUTH 
CAROLINA:  A MODEL  PROGRAM  FOR  DELIVERY  OF 
PEDIATRIC  CARDIAC  SERVICES  IN  A MID-SIZED  STATE 

J.  PHILIP  SAUL,  M.  D.* 

C.  OSBORNE  SHULER,  M.  D. 

BENJAMIN  S.  HORNE,  M.D. 

CHARLES  A.  TRANT,  JR.,  M.D. 


This  manuscript  will  describe  a system  of  coordi- 
nated pediatric  cardiac  care  known  as  The 
Children’s  Heart  Program  of  South  Carolina  (CHP- 
SC),  which  dramatically  enhances  the  quality  of 
service  delivery,  and  is  totally  unique  to  South 
Carolina.  The  mission  of  the  CHP-SC  is  to  pro- 
vide the  best  possible  cardiac  care  to  the  children 
of  South  Carolina  by  creating  a model  health  care 
delivery  system.  To  implement  that  mission,  the 
specific  steps  already  taken  (closed  circles)  or  in 
process  (open  circles)  are: 

• provide  coordinated  care  to  all  South 
Carolinians  with  pediatric  or  congenital  heart 
disease  through  a network  of  pediatric 
cardiologists  at  four  regional  centers  (Figure  1) 

• maintain  local  outreach  services  to  smaller 


* Address  correspondence  to  Dr.  Saul  at  Division 
of  Pediatric  Cardiology,  MUSC,  165  Ashley 
Avenue,  PO.  Box  250915,  Charleston,  SC  29425. 


communities  throughout  the  state 

• reduce  or  eliminate  overlapping  pediatric 
cardiac  services  within  the  state 

• focus  catheterization  and  surgical  services  at 
one  highly  sub-specialized  center 

• provide  opportunities  for  coordinated  clinical 
research 

o link  the  regional  centers  to  each  other  and  all 
level  2 and  3 neonatal  ICUs  in  the  state  through 
a state-of-the-art  telemedicine  network 
o form  a framework  for  further  integration  of 
pediatric  cardiac  services  in  South  Carolina. 

Although  a number  of  factors,  including  cost  re- 
duction and  outcomes  enhancement,  contribute  to 
the  desire  to  develop  such  a coordinated  system, 
there  are  also  many  factors  opposing  it,  primarily 
the  perceived  need  of  some  centers  to  be  all  things 
to  all  people  by  offering  services  in  even  the  most 
subspecialized  areas.  Unfortunately,  a few  studies 
have  already  demonstrated  that  when  such  an  ap- 
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CHILDREN’S  HEART 
PROGRAM  OF  SC 


Children’s  Heart  Program  of  South  Carolina 


Figure  1.  Four  sponsor  centers  (stars),  their  regions,  and  their  outreach  sites  (circles)  for  the  Children’s  Heart  Program 
of  South  Carolina. 


proach  is  used  for  pediatric  cardiac  surgical  ser- 
vices, the  result  is  often  poorer  outcomes.12  South 
Carolina  is  fortunate  to  have  a group  of  pediatric  car- 
diologists who  realize  that  in  a properly  constructed 
system,  what  is  best  for  the  patients  is  also  best  for 
them. 

DEFINITION  OF  COORDINATED  CARE 

Primary  and  secondary  cardiac  evaluations  and 
follow-up  are  offered  by  each  of  the  four  regional 
centers  in  the  geographic  areas  shown  in  Figure  1 . 
Although  most  tertiary  services  and  all  quaternary 
ones,  such  as  catheterization  and  surgery,  are  per- 
formed in  one  center  (MUSC),  the  patient  and  their 
family’s  perception  of  being  cared  for  “in  network” 
is  maintained  through  three  layers  of  interaction. 
First,  the  four  centers  truly  operate  as  one  group, 
with  each  center’s  stationery  bearing  the  names  of 
all  participants.  Thus,  the  family  is  presented  with 
a simple  transfer  to  another  branch  of  the  same  care 


network.  Second,  cardiologists  from  all  four  cen- 
ters have  staff  appointments  at  MUSC,  routinely 
catheterize  their  own  patients  at  MUSC,  and  are  or 
will  participate  in  all  clinical  and  educational  con- 
ferences over  the  telemedicine  network.  Finally, 
with  few  exceptions,  follow-up  and  postoperative 
care  is  always  performed  at  the  regional  center 
geographically  closest  to  the  patient.  To  support 
this  last  component  and  maintain  local  care,  MUSC 
cardiologists  provide  subspecialized  outreach  ser- 
vices at  each  regional  center  in  such  areas  as  pacing/ 
arrhythmia  management,  adult  congenital  heart  dis- 
ease, and  highly  complex  case  management.  Further, 
MUSC  subspecialists  are  available  in  all  areas  for 
consultation  seven  days  a week,  24-hours  a day. 

NECESSARY  COMPONENTS  TO 
MAINTAIN  SUCH  A PROGRAM 

Outcomes.  First  and  foremost,  excellent  outcomes 
drive  a voluntary  coordination  of  services  like  that 
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described  here.  Many  of  the  following  articles 
detail  how  MUSC  currently  provides  such  out- 
comes for  the  full  range  of  interventional  services, 
including  surgery  (see  Bradley),  interventional 
catheterization  (see  Radtke),  transplant  (see  Wiles, 
October  issue)  and  electrophysiology  (see  Saul). 
As  many  of  the  authors  detail  that  providing  these 
stellar  outcomes  is  possible  only  through  exper- 
tise and  coordination  of  local  services  such  as  di- 
agnostic echocardiography,  dedicated  pediatric 
cardiac  anesthesia,  and  dedicated  pediatric  cardiac 
intensive  care.  Although  these  factors  can  never 
guarantee  excellent  results,  subspecialization  of 
services  is  clearly  the  breeding  ground  of  excel- 
lence in  a small  field  like  pediatric  cardiology. 
Fortunate  for  the  children  of  South  Carolina,  these 
factors  have  come  together  at  MUSC  to  provide 
outcomes  that  are  as  good  as  or  better  than  any- 
where in  the  world. 

Special  Programs.  The  second  component  for 
maintaining  a network  is  providing  special  pro- 
grams which  could  not  be  supported  in  four  sepa- 
rate programs  individually.  The  classic  example 
in  cardiology  is  transplant  services  which  require 
extensive  ancillary  support  and  are  rarely  done  in 
large  numbers  at  even  the  largest  centers. 
Regionalization  of  these  services  has  worked  well 
for  the  CHP-SC  (see  Wiles,  October  issue).  How- 
ever, less  obvious  programs  can  also  have  a high 
impact.  The  CHP-SC  has  taken  an  encompassing 
approach  by  developing  coordinated  efforts  in  fe- 
tal cardiology  (see  Shirali,  October  issue),  and 
Adult  Congenital  Cardiology  (see  Taylor,  October 
issue).  Management,  which  begins  with  the  fetus, 
optimizes  care  by  insuring  that  neonates  who  re- 
quire surgery  in  the  first  few  days  of  life  receive 
appropriate  preoperative  management  and,  if  pos- 
sible, are  delivered  in  the  center  where  surgery  will 
be  performed.  The  phenomenal  success  of  surgi- 
cal interventions  over  the  last  40  years  has  also 
amplified  the  importance  of  the  care  of  the  adult 
with  congenital  heart  disease,  as  fully  half  of  our 
patients  will  be  adults  by  the  end  of  the  next  de- 
cade. Finally,  electrophysiology  services  are  an- 
other area  where  dedicated  physicians  and  support 


staff  could  not  be  maintained  in  smaller  individual 
centers  but  can  be  in  a coordinated  regional  system. 

Education  and  Research.  Again,  this  last  com- 
ponent is  strongly  facilitated  by  pooling  resources 
from  a number  of  centers.  For  instance,  MUSC  has 
begun  a program  in  the  genetics  of  congenital  heart 
disease  with  the  goal  of  identifying  the  genes  which 
predispose  to  cardiac  defects  or  arrhythmias,  be- 
ginning with  the  study  of  families  who  have  more 
than  one  member  with  a congenital  heart  problem. 
Identifying  these  families  and  obtaining  an  ad- 
equate number  to  yield  meaningful  results  would 
be  nearly  impossible  without  the  participation  of 
the  four  regional  centers.  The  telemedicine  system 
will  offer  the  ability  to  cross-fertilize  knowledge 
and  information,  both  as  it  relates  to  specific  pa- 
tient care  issues  and  contemporary  didactic  topics. 
Finally,  maintenance  of  one  center  with  the  criti- 
cal mass  to  support  basic  researchers,  such  as  those 
in  the  Cardiac  Developmental  Biology  Center  at 
MUSC,  and  a fellowship  program  help  push  back 
the  frontiers  of  the  field  and  assure  the  future  of 
pediatric  cardiology. 

To  summarize,  the  four  regional  centers  which 
make  up  the  CHP-SC  are  proud  to  be  able  to  offer 
this  unique  system  of  pediatric  cardiac  care  to  the 
people  of  South  Carolina.  The  articles  contained 
in  the  September  and  October  special  issues  of  this 
Journal  will  first  detail  state-of-the-art  management 
in  our  field  (current  issue),  and  then  review  the 
management  of  cardiovascular  problems  seen  in  a 
primary  care  practice  (October  issue).  Excellence 
in  both  of  these  aspects  of  care  makes  up  our  com- 
bined services  and  helps  assure  the  continued  suc- 
cess of  the  program. 
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Figure  1.  MUSC  Congenital  Heart  Cases 

Year 


Surgery  for  congenital  heart  disease  began  in  1938 
when  Robert  Gross  in  Boston  first  successfully  li- 
gated a patent  ductus  arteriosus  (PDA).  This  event 
was  followed  by  coarctation  repair  later  that  year, 
and  by  development  of  the  Blalock-Taussig  shunt 
for  cyanotic  heart  disease  in  1944.  Correction  of 
intracardiac  defects  awaited  the  development  of  hy- 
pothermia (Lewis  and  Swann),  cross  circulation 

* Address  correspondence  to  Dr.  Crawford  at  Dept, 
of  Surgery,  Div.  of  Cardiothoracic  Surgery,  MUSC, 
96  Jonathan  Lucas  St.,  Suite  409,  P.O.  Box 
250612,  Charleston,  SC  29425 


(Lillehei-cover),  and  the  heart  lung  machine  (Gib- 
bon) in  the  early  1950s. 

Simultaneously,  cardiac  surgery  was  develop- 
ing in  South  Carolina  led  by  one  of  the  first  suc- 
cessful mitral  valvotomies  performed  by  Horace 
Smithy  in  1948. 1 Boone  in  1950  described  the  cre- 
ation of  South  Carolina  Heart  Association  specialty 
clinics  in  Charleston,  Columbia,  Greenville,  and 
Spartanburg  as  well  as  two  $3,000  fellowships  “for 
making  intensive  training  in  heart  diseases  avail- 
able to  more  physicians  in  South  Carolina."2 
Ashmore  and  Parker  in  1957  reported  the  first  six 
patients  undergoing  cardiopulmonary  bypass  in 
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Table  1.  Congenital  Heart  Cases  1980  - 1998 


Number 

% of  Total 

VSD 

480 

12.2 

ASD 

453 

11.5 

PDA 

398 

10.1 

Shunts 

372 

9.5 

Coarctation 

303 

7.7 

AV  canal 

272 

6.9 

TOF 

264 

6.7 

Valve  surgery 

208 

5.3 

Fontan 

203 

5.2 

Arrhythmia 

149 

3.8 

Hypoplastic  left  heart 

120 

3.1 

Transposition 

106 

2.7 

Rsx  for  subvalvar  AS 

83 

2.1 

PA  band 

76 

1.9 

Anom  pulm  ven  drainage 

74 

1.9 

Truncus  arteriosus 

41 

1.0 

Atrial  septectomy 

22 

0.6 

Heart  transplant 

10 

0.3 

Other  (open) 

233 

5.9 

Other  (closed) 

62 

1.6 

TOTAL 

3,929 

100.0 

ASD=atrial  septal  defect;  AV=atrio ventricular;  PA=pulmonary  artery;  PDA=patent  ductus 
arteriosus;  TOF=tetralogy  of  Fallot;  VSD=ventricular  septal  defect. 


South  Carolina  including  four  ventricular  septal 
defects  (VSDs),  one  tetralogy  and  one  aortic  valve 
procedure.3  The  modern  era  of  the  management 
of  congenital  heart  disease  in  South  Carolina  can 
be  traced  to  the  appointment  of  Amo  Hohn  as  the 
first  full-time  Chief  of  Pediatric  Cardiology  at 
MUSC  in  1967.  Surgeons  with  significant  interest 
in  congenital  heart  disease  have  included  Parker, 
Arrants,  Lee,  Sade,  Crawford,  and  Bradley.  While 
MUSC  remains  the  center  for  congenital  heart  sur- 
gery in  South  Carolina,  pediatric  cardiologists 
linked  to  the  MUSC  Children’s  Heart  Program  are 
now  based  in  Columbia,  Greenville  and  Florence 


as  well  as  Charleston.  Table  1 lists  the  different 
congenital  heart  procedures  done  at  MUSC  since 
1980. 

Initially,  most  congenital  heart  operations  were 
“closed”  and  included  procedures  such  as  PDA  li- 
gation, coarctation  repair,  pulmonary  artery  band- 
ing for  palliation  of  left  to  right  shunts, 
Blalock-Taussig  shunts  for  palliation  of  cyanotic 
lesions  and  pulmonary  valvotomy  for  pulmonary 
valve  stenosis.  A few  “open”  procedures  were  also 
carried  out  including  atrial  septal  defect  (ASD)  and 
VSD  repair.  Figure  1 documents  the  changes  that 
have  occurred  relative  to  open  versus  closed  pro- 
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cedures  over  the  past  two  decades  at  MUSC. 
Closed  and  palliative  procedures  have  steadily  de- 
creased and  have  been  replaced  by  more  complex 
“open”  repairs  at  earlier  ages.  PDA  ligation  and 
pulmonary  valvotomy  are  rare  surgical  procedures 
at  MUSC  today  as  these  defects  are  most  often 
managed  by  interventional  catheter-based  tech- 
niques in  the  cath  lab.  Palliative  procedures  such 
as  pulmonary  artery  banding  for  Lr^R  shunts  and 
Blalock-Taussig  shunts  for  cyanotic  lesions  are 
increasingly  uncommon  as  these  defects  are  now 
repaired  primarily  at  an  early  age.  Even  ASD  re- 
pair is  becoming  an  uncommon  operation  as  cath- 
eter devices  are  now  available  for  satisfactory 
closure  of  many  of  these  defects.  Other  surgical 
procedures  have  had  brief  popularity  only  to  then 
virtually  disappear.  For  example,  in  the  late  1980s, 
more  arrhythmia  surgery  in  infants  and  small  chil- 
dren was  performed  at  MUSC  than  at  any  other 
institution,  but  this  disappeared  overnight  when 
catheter  ablation  techniques  proved  to  be  equally 
successful  while  avoiding  the  trauma  of  surgery. 

Today,  early  definitive  repair  of  congenital  heart 
defects  which  previously  underwent  initial  pallia- 
tion such  as  VSD,  complete  atrioventricular  (AV) 
canal,  tetralogy  of  Fallot,  and  transposition  of  the 
great  vessels  has  become  routine.  Refinement  of 
previous  procedures  using  newer  techniques  and 
improved  myocardial  protection  have  resulted  in 
success  rates  for  complete  AV  canal  repair  compa- 


rable to  that  previously  available  for  ASD  and  VSD. 
New,  more  physiologic  repairs  have  been  devel- 
oped for  other  defects  such  as  the  arterial  switch 
procedure  for  transposition  of  great  vessels  instead 
of  the  previous  atrial  switch  techniques.  The  un- 
derstanding that  single  ventricle  repairs  (Fontan) 
provide  excellent  long-term  results  has  made  cor- 
rection of  such  defects  as  tricuspid  atresia  and  hy- 
poplastic left  heart  syndrome  routine. 

Accordingly,  most  operative  procedures  for  con- 
genital heart  disease  performed  at  MUSC  have 
become  steadily  more  complex.  The  fact  that  re- 
sults with  these  procedures  at  MUSC  are  compa- 
rable to  those  obtained  in  the  very  best  institutions 
in  the  world  (see  next  article  by  Bradley)  is  a trib- 
ute to  a dedicated  team  that  includes  pediatric  car- 
diologists, anesthesiologists,  intensivists, 
perfusionists,  nurses,  technicians,  and  congenital 
heart  surgeons — all  of  whom  have  been  assembled 
to  care  for  these  children. 
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The  last  decade  has  seen  major  changes  in  the  sur- 
gical approach  to  congenital  heart  disease.  Con- 
genital cardiac  defects  may  be  broadly  classified 
into  two  groups:  biventricular  and  uni  ventricular. 
Biventricular  defects  are  those  in  which  there  are 
two  pumping  chambers  or  ventricles,  one  (usually 
the  right  ventricle)  which  can  be  used  to  pump  blue 
blood  to  the  lungs,  and  the  other  (usually  the  left) 
which  can  be  used  to  pump  red  blood  to  the  body. 
Univentricular  defects  are  those  in  which  there  is 
only  one  ventricle  which  can  be  used  as  a func- 
tional pumping  chamber.  The  surgical  approach 
to  biventricular  defects  is  quite  different  from  that 
to  univentricular  defects.  A decision  whether  to 
pursue  a biventricular  or  a univentricular  approach 
must  be  made  early  in  a patient’s  life,  usually  within 
the  first  month  after  birth.  This  decision  requires 
accurate  anatomic  information,  which  is  typically 
provided  by  echocardiography.  Cardiac  catheter- 
ization and  MRI  can  provide  additional  diagnostic 
information  in  select  cases. 

The  surgical  approach  to  biventricular  defects 
has  evolved  away  from  palliation,  to  early  com- 
plete repair.  Examples  of  common  biventricular 
defects  which  have  witnessed  this  evolution  are 
transposition  of  the  great  arteries,  tetralogy  of 
Fallot,  interrupted  aortic  arch,  truncus  arteriosus, 
common  atrioventricular  canal,  and  ventricular 
septal  defect.  The  traditional  approach  to  these 
defects  was  palliation  in  infancy,  followed  by  com- 
plete repair  at  a later  time.  Palliation  of  defects 
with  “too  much”  pulmonary  blood  flow,  including 
interrupted  aortic  arch,  truncus  arteriosus,  common 
atrioventricular  canal,  and  ventricular  septal  defect, 
usually  involved  placement  of  a pulmonary  artery 
band.  Palliation  of  defects  with  “too  little”  pul- 
monary blood  flow,  such  as  tetralogy  of  Fallot,  was 
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achieved  by  placement  of  a systemic-to-pulmonary 
shunt.  The  advantage  of  postponing  complete  re- 
pair to  a later  time  was  that  the  risk  of  a more  com- 
plex operation  was  avoided  in  infants  (under  one 
year  old),  and  in  particular  in  neonates  (under  one 
month  old).  However,  postponing  complete  repair 
also  had  disadvantages.  Patients  were  exposed  to 
the  deleterious  side  effects  of  their  defects,  includ- 
ing cyanosis,  and  cardiac  pressure  and  volume 
overload,  for  the  months  or  years  preceding  even- 
tual complete  repair.  The  palliative  operations 
themselves  also  had  complications,  such  as  pul- 
monary artery  distortion,  which  could  be  difficult 
or  impossible  to  correct  at  the  time  of  complete 
repair. 

The  current  surgical  approach  to  biventricular 
defects  is  now  complete  repair  at  the  time  of  pre- 
sentation. This  approach  typically  means  the  per- 
formance of  an  open  heart  operation  requiring 
cardiopulmonary  bypass  in  an  infant,  or  neonate. 
That  such  an  approach  is  now  routine  is  a testi- 
mony to  dramatic  advances  in  multiple  areas.  Ad- 
vances in  surgical  approach  include  new  operations 
(such  as  the  arterial  switch  operation  for  transpo- 
sition, and  direct  aortic  arch  repair  for  interrupted 
aortic  arch),  improved  materials,  and  the  concen- 
tration of  operations  in  the  hands  of  surgeons  spe- 
cifically trained  in  neonatal  heart  surgery. 
Advances  in  diagnosis  include  the  increased  accu- 
racy of  echocardiography  and  the  resulting  limita- 
tion of  cardiac  catheterization  in  neonates  to 
intervention  (such  as  for  balloon  valvuloplasty  or 
balloon  atrial  septostomy),  or  more  complex  diag- 
nostic issues.  Advances  in  intraoperative  care  in- 
clude the  expertise  of  anesthesiologists  versed  in 
the  management  of  neonates  with  congenital  heart 
defects,  and  both  improved  equipment  and  new 
approaches  to  conducting  cardiopulmonary  bypass 
in  small  patients.  A critical  advance  in  perioperative 
care  has  been  the  concentration  of  both  pre-  and 
postoperative  care  in  a dedicated  pediatric  cardiac 
intensive  care  unit  staffed  by  full-time  cardiac 
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Table  1 

Surgical  Procedures  and  Mortality 


MUSC  MUSC  PCCC* 

July  1995- June  1999  July  1998- June  1999 


Procedure  Number 

Mortality  (%) 

Number 

Mortality  (%) 

Mortality  (%) 

Norwood  for  HLHS 

43 

18.6 

16 

12.5 

48.4 

Arterial  Switch 

31 

3.2 

8 

0.0 

13.3 

Fontan  Procedure 

48 

4.2 

10 

0.0 

8.6 

Hemi-Fontan 

51 

2.0 

10 

0.0 

5.2 

Complete  AV  Canal 

35 

2.8 

12 

0.0 

8.0 

Tetralogy  of  Fallot 

41 

4.9 

19 

5.3 

5.0 

ASD/V  SD-isolated 

175 

0.0 

54 

0.0 

1.5 

All  procedures# 

952 

3.0 

252 

1.6 

6.7 

ASD-atrial  septal  defect;  AV- atrioventricular;  VSD- ventricular  septal  defect 


* Pediatric  Cardiac  Care  Consortium  (average  of  53  centers,  including  MUSC)  7/95-12/97. 

# Procedures  performed  for  palliation/repair  of  congenital  heart  defects.  Does  not  include  ICU 
and  cath  lab  procedures  (delayed  sternal  closure,  etc.) 


intensivists,  nurses,  and  respiratory  therapists  fa- 
miliar with  the  daily  management  of  critically  ill 
neonates  including  ventilatory  support,  the  use  of 
nitric  oxide  for  pulmonary  hypertension,  and  me- 
chanical cardiopulmonary  support  (extracorporeal 
membrane  oxygenation,  or  ECMO,  and  ventricu- 
lar assist  devices).  Consistent  success  in  open  heart 
operations  in  neonates  and  infants  is  possible  only 
by  a close  coordination  of  accurate  diagnosis,  sur- 
gery, anesthetic  and  perioperative  care. 

Perhaps  the  most  dramatic  example  of  success 
in  early  complete  repair  for  biventricular  defects 
is  the  arterial  switch  operation  for  transposition  of 
the  great  arteries.  Earlier  approaches  to  correction 
were  the  “atrial  switch”  operations  (Mustard,  or 
Senning  procedure),  which  left  the  right  ventricle 
permanently  connected  to  the  aorta  as  the  systemic 
pumping  chamber.  While  atrial  switches  achieved 
good  short-term  success,  they  had  significant  inci- 
dences of  atrial  arrhythmias  and  ventricular  fail- 
ure over  the  long-term.  The  arterial  switch 
operation  involves  “untransposing”  the  great  ar- 
teries, which  leaves  the  left  ventricle  connected  to 
the  aorta,  as  in  a normal  anatomic  arrangement. 


The  operation  is  typically  carried  out  in  the  first 
week  of  life  and  avoids  the  long-term  problems  of 
the  atrial  switch  operations.  The  operative  risk  of 
the  arterial  switch  operation  in  institutions  equipped 
for  neonatal  cardiac  surgery  is  now  under  five  per- 
cent and  has  been  three  percent  in  our  institution 
over  the  last  four  years  (Table  1). 

Tetralogy  of  Fallot  remains  the  most  common 
cardiac  cause  of  cyanosis.  Complete  repair  in- 
volves closure  of  a ventricular  septal  defect  and 
relief  of  pulmonary  stenosis  (right  ventricular  out- 
flow tract  obstruction).  Our  approach  to  patients 
with  tetralogy  of  Fallot  is  complete  repair  at  the 
first  appearance  of  symptoms.  These  include  ei- 
ther baseline  cyanosis,  with  oxygen  saturations 
under  90  percent,  or  a single  hypercyanotic  tetral- 
ogy spell.  Complete  repair  is  undertaken  at  any 
age,  including  within  the  first  month  of  life.  As- 
ymptomatic patients  may  undergo  elective  com- 
plete repair  at  six  to  eight  months  of  age.  Complete 
repair  of  tetralogy  of  Fallot  has  carried  a low  op- 
erative risk  in  our  hands  over  the  last  four  years 
(Table  1).  Interrupted  aortic  arch  and  truncus  arte- 
riosus are  further  examples  of  defects  which  now 
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Fontan 


Figure  1.  Schematic  of  hemi-Fontan  (above)  and  Fontan 
(below)  procedures. 


undergo  complete  biventricular  repair  in  the 
neonatal  period.  Complete  atrioventricular  ca- 
nal and  ventricular  septal  defect  are  typically 
repaired  by  six  to  eight  months,  also  with  ex- 
cellent results  (Table  1). 

Uni  ventricular  congenital  heart  defects  are 
not  amenable  to  complete  repair.  Examples 
of  such  univentricular  defects  are  hypoplas- 
tic left  heart  syndrome  (HLHS),  tricuspid 
atresia,  pulmonary  atresia  with  intact  ven- 
tricular septum,  and  double  inlet  left  ventricle. 
Patients  with  univentricular  defects  are  can- 
didates for  either  heart  transplantation,  or 
staged  surgical  palliation.  Given  the  scarcity 
of  heart  donors  for  children,  as  well  as  the 
long-term  side  effects  of  anti-rejection  drugs, 
it  has  been  our  policy  to  pursue  staged  pal- 
liation. This  approach  consists  of  a series  of 
operations  aimed  at  making  the  circulation 
as  normal  as  is  possible.  The  ultimate  goal 
of  staged  surgical  palliation  is  a Fontan  op- 
eration. After  a Fontan  operation,  venous 
return  from  the  body  (blue  blood)  flows  pas- 
sively to  the  lungs,  without  being  pumped  by 
a cardiac  chamber.  Blood  returning  from  the 
lungs  (red  blood)  is  then  pumped  by  the 
patient’s  single  ventricle  to  the  body  (Figure 
1).  The  Fontan  operation  achieves  normal 
oxygen  saturations  and  normal  cardiac 
workload  (ventricular  volume  load)  in  pa- 
tients with  only  one  functional  ventricle. 

Staged  surgical  palliation  typically  in- 
cludes three  operations.  The  first  occurs  dur- 
ing the  neonatal  period  and  varies  in  its  details 
according  to  the  patient’s  exact  anatomy.  An 
important  goal  of  the  neonatal  operation  is  to 
provide  adequate,  but  not  excessive,  pulmo- 
nary blood  flow.  This  goal  is  usually  met  by 
placement  of  a small,  Goretex  tube  graft  (3.5- 
4 mm  in  diameter)  between  the  innominate 
artery  and  the  pulmonary  arteries  (“modified 
Blalock-Taussig  shunt”).  After  this  first  op- 
eration, patients  have  both  lower  than  nor- 
mal oxygen  saturations  (generally  75-85 
percent),  and  higher  than  normal  cardiac 
workload  (ventricular  volume  overload).  The 
second,  or  hemi-Fontan,  operation  occurs  at 
six  to  eight  months  of  age  and  is  fairly  stan- 
dardized. The  hemi-Fontan  involves  removal 
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of  the  shunt  placed  at  the  first  operation  and  con- 
nection of  the  superior  vena  cava  directly  to  the 
pulmonary  arteries  (Figure  1).  After  the  hemi- 
Fontan  operation,  patients’  oxygen  saturations  re- 
main 75-85  percent,  but  their  cardiac  workload  is 
normalized.  The  third,  or  Fontan  operation,  oc- 
curs at  two  to  three  years  of  age.  The  Fontan  in- 
volves connection  of  the  inferior  vena  cava  directly 
to  the  pulmonary  arteries  (Figure  1 ).  After  a Fontan 
operation,  patients’  oxygen  saturations  are  normal- 
ized (95-100  percent).  The  operative  risk  of  the 
hemi-Fontan  and  Fontan  operations  over  the  last 
four  years  at  our  institution  have  been  two  percent 
and  four  percent  respectively  (Table  1). 

Hypoplastic  left  heart  syndrome  is  at  once  the 
most  common  and  the  most  challenging 
univentricular  congenital  heart  defect.  It  includes 
a spectrum  of  heart  anomalies  characterized  by  un- 
derdevelopment of  the  structures  of  the  left  side  of 
the  heart.  The  first  (neonatal)  step  of  staged  surgi- 
cal palliation  for  hypoplastic  left  heart  syndrome 


is  called  the  Norwood  procedure.  This  procedure 
includes  not  only  the  placement  of  the  modified 
Blalock-Taussig  shunt  common  to  other  neonatal 
univentricular  palliations,  but  also  reconstruction 
of  the  entire  aortic  arch  and  ascending  aorta  so  that 
the  right  ventricle  is  connected  to  pump  blood  to 
the  reconstructed  aorta  and  the  body.  The  com- 
plexity of  the  Norwood  procedure  contributes  to 
its  high  risk.  Patients  undergoing  the  procedure 
truly  test  all  aspects  of  an  institution’s  pre-,  intra-, 
and  postoperative  management.  Overall  hospital 
mortality  for  the  procedure  remains  between  40 
percent  and  60  percent  nationally.  Hospital  mor- 
tality for  all  Norwood  procedures  over  the  last  four 
years  at  our  institution  has  been  1 8 percent  (Table 
1).  Operative  risk  for  first  stage  palliation  of 
univentricular  defects  other  than  hypoplastic  left 
heart  syndrome  is  significantly  lower.  Fortunately, 
patients  who  survive  the  Norwood  procedure  also 
have  much  lower  risk  during  their  subsequent  hemi- 
Fontan  and  Fontan  operations  (Table  1). 
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Over  the  past  15  years  therapeutic  catheter  inter- 
ventions for  congenital  heart  disease  have  matured 
into  the  standard  treatment  for  many  lesions.1  Evo- 
lution of  catheters,  devices  and  technique,  as  well 
as  better  patient  selection,  have  increased  success 
rates  and  reduced  complications.  Progress  is  driven 
by  new  applications  for  existing  devices  and  pro- 
cedures, but  also  by  device  innovation  despite  the 
focus  of  commercial  development  budgets  on  the 
treatment  of  atherosclerotic  disease.  The  follow- 
ing paragraphs  review  current  state-of-the-art  and 
future  developments  for  the  major  categories  of 
catheter  interventions. 

TREATMENT  OF  PULMONARY  ARTERY 
STENOSIS,  AORTIC  COARCTATION  AND 
OTHER  VASCULAR  OBSTRUCTIONS 

At  MUSC,  the  success  rate  of  balloon  angioplasty 
(commonly  defined  as  >50  percent  diameter  in- 
crease) was  86  percent  over  the  past  six  years  with 
an  overall  mean  diameter  increase  of  78±7  percent. 
Minor  complications  occured  in  10.2  percent  (Table 
1).  Introduction  of  vascular  stents  has  further  in- 
creased the  scope  and  success  of  percutaneous  treat- 
ment of  vascular  obstructions.  Stent  implantation 
allows  reconstruction  to  a normal  vessel  diameter. 
Therefore,  success  is  now  defined  as  elimination 
of  anatomic  stenosis  and  not  just  50  percent  diam- 
eter increase.  At  MUSC,  stent  implantation  resulted 
in  elimination  of  stenosis  in  91  percent  over  the 
past  six  years  with  complications  in  only  eight  per- 
cent (Table  1).  With  these  results,  balloon 
angioplasty  and  stent  implantation  have  replaced 
surgery  for  pulmonary  artery  stenosis.  Limitations 
remain  for  very  young  patients  because  of  the  size 
and  poor  maneuverability  of  the  relatively  rigid 
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stents  needed  for  future  redilation  to  adult  diam- 
eter. Resorbable  stents  with  appropriate  mechani- 
cal stability  will  probably  overcome  size  constraints 
and  eliminate  the  need  for  re-dilation  to  account 
for  somatic  growth.  Balloon  angioplasty  has  also 
replaced  surgery  for  recurrent  coarctation  after  sur- 
gical repair,  and  typically  results  in  elimination  of 
pressure  gradients.  Stent  implantation  may  supple- 
ment balloon  angioplasty  to  achieve  complete 
elimination  of  anatomical  stenosis  both  for  native 
and  recurrent  coarctation.  Stent  implantation  is  par- 
ticularly effective  in  milder  stenosis,  does  not  re- 
quire over-extension  of  the  aortic  wall  and  also 
makes  hypoplastic  aortic  arch  segments  amenable 
to  transcatheter  reconstruction.  However,  follow- 
up information  is  still  limited.  Assuming  favor- 
able long  term  results,  balloon  angioplasty  and  stent 
implantation  will  likely  replace  surgery  for  aortic 
coarctation  for  patients  older  than  ten  years,  and 
with  the  development  of  resorbable  stents,  prob- 
ably also  for  younger  patients. 

Balloon  angioplasty  with  stent  implantation  is 
also  the  primary  treatment  for  systemic  venous 
stenoses  typically  resulting  in  elimination  of  ana- 
tomic stenosis.  Transcatheter  intervention  can  even 
be  used  to  recannalize  completely  obliterated 
venous  connections  or  create  venous  connections 
de-novo  by  placement  of  standard  stents  or  stent 
grafts  after  initial  wire  passage.  Further  develop- 
ment of  this  technique  may  allow,  for  example, 
transcatheter  creation  of  a superior  vena  cava  to 
right  pulmonary  artery  anastomosis  to  secure  pul- 
monary blood  flow  in  complex  cyanotic  heart  dis- 
ease. 

TREATMENT  OF  VALVAR  STENOSIS 

Based  on  consistently  good  results  over  the  past 
ten  years,  balloon  valvotomy  has  replaced  surgery 
for  the  treatment  of  congenital  pulmonary  and  aor- 
tic valve  stenosis,  and  rheumatic  mitral  stenosis 
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Table  1 : Success  and  complications  of  catheter  interventions  at  MUSC 

compared  to  the  pertinent  literature 


Medical  University  of  S.C. 
June  93  - Nov  98 

Literature 

Procedures 

n 

Success 

% 

Complications 

% 

Success 

% 

Complications 4 5 

% 

Balloon  angioplasty 

147 

86  • 

10.2 

80  2’3 

12.0 

Stent  implantation 

63 

91 b 

8.0 

78  «+ 

11.6 

Balloon  valvotomy 

94 

88  «= 

8.5 

79  6,9 

17.1 

PDA  coil  occlusion 

152 

99 d 

6.3 

98  13 

8.5 

Coil  occlusion  of  abnormal  vessels 

64 

92 d 

3.0 

70 13 

9.2 

ASD  occlusion 

45 

98 d 

6.7 

- 

- 

Miscellaneous 

23 

87 

13.0 

- 

13.7 

ASD  - atrial  septal  defect;  PDA  - patent  ductus  arteriosus. 

Notes:  Interventions  grouped  by  type  across  lesions,  and  to  match  available  literature: 

a.  >50%  increase  in  stenosis  diameter;  b.  no  residual  stenosis;  c.  aortic  (<35  mmHg  residual  gradient), 

pulmonary  (<25  mmHg  residual  gradient),  mitral  (>1  cm2/m2  value  area);  d.  complete  closure. 


for  all  age  groups  with  non-calcific  disease.  Bal- 
loon dilatation  typically  achieves  effective  split- 
ting of  the  fused  commissures  with  excellent 
reduction  in  pressure  gradients  similar  to  typical 
surgical  results.  At  MUSC,  success  rate  was  88 
percent  (commonly  defined  as  residual  gradient 
<35  mmHg  for  aortic  and  <25  mmHg  for  pulmo- 
nary valvuloplasty)  with  a complication  rate  of  8.5 
percent  (Table  1 ).  The  mean  residual  pressure  gra- 
dient was  23+3  mmHg.  Hemodynamically  signifi- 
cant valve  regurgitation  was  induced  in  five 
percent.  Medium  term  follow-up  over  eight  to  ten 
years  showed  that  re-stenosis  is  very  rare.11  Valvar 
insufficiency  appears  to  determine  the  long  term 
course. 

TREATMENT  OF  VALVAR  ATRESIA 

Pulmonary  valve  atresia  can  be  effectively  treated 
with  catheter  interventions  if  right  ventricular  size 
is  relatively  normal.12  During  cardiac  catheteriza- 
tion the  atretic  valve  is  perforated  with 


radiofrequency  or  laser  energy  to  allow  passage  of 
a guide  wire  into  the  main  pulmonary  artery  over 
which  balloon  valvuloplasty  is  then  performed  in 
typical  fashion.  Ductus  patency  may  have  to  be 
maintained  with  prostaglandin  for  up  to  six  weeks 
to  allow  right  ventricular  compliance  to  normal- 
ize. Occasionally,  a systemico-pulmonary  shunt 
may  need  to  be  performed  surgically  or  by  stenting 
the  ductus  arteriosus.  After  right  ventricular  growth 
has  been  accomplished,  the  shunt  or  the  stented 
ductus  is  closed  with  transcatheter  coil  or  device 
occlusion. 

CLOSURE  OF  ABNORMAL  VASCULAR 
COMMUNICATIONS 

Closure  of  pathological  vascular  communications, 
e.g.  coronary  fistulas,  or  systemic-pulmonary 
collaterals  is  routinely  accomplished  with  catheter 
interventions  using  coils  or  other  occluder  devices. 
Complete  occlusion  was  achieved  in  92  percent  of 
such  procedures  at  MUSC  with  only  three  percent 
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minor  complications  (Table  1)  and  included  e.g. 
closure  of  a large  coronary  artery  fistula  in  a ten- 
day-old  newborn.  Transcatheter  occlusion  of  the 
patent  ductus  arteriosus  using  coils  has  essentially 
replaced  surgery.  The  procedure  is  same-day  in- 
and-out  and  achieved  complete  occlusion  in  98 
percent  of  158  such  procedures  performed  at 
MUSC  in  patients  aged  two  months  to  58  years 
with  very  few  minor  complications  (Table  1).  Gene 
therapy  may  result  in  a different  catheter  directed 
approach  in  the  future:  local  gene  transfer  to  the 
ductal  wall  would  induce  appropriate  intimal  prolif- 
eration and/or  media  hypertrophy  to  achieve  ductal 
closure  without  implanting  occlusive  devices. 

CLOSURE  OF  SEPTAL  DEFECTS 


Current  FDA  trials  are  demonstrating  excellent 
safety  and  efficacy  of  transcatheter  device  occlu- 
sion of  atrial  septal  defects,  e.g.  using  the  Amplatzer 
Occluder  (Figure  1).  This  double,  disc-shaped  Niti- 
nol  wire  mesh  filled  with  polyester  fabric  patches 
is  placed  in  the  defect  through  7F  to  10F  delivery 
sheaths.  At  our  institution,  all  attempted  implan- 
tations have  been  successful  and  resulted  in  com- 
plete occlusion  in  93  percent  of  the  60  patients  aged 
two  to  75  years.  ITospital  stay  is  less  than  24  hours. 
Device  occlusion  is  likely  to  replace  surgery  for 
most  secundum  atrial  septal  defects.  Devices  with 
steerable  anchoring  may  extend  the  indications. 
Transcatheter  closure  of  muscular  ventricular  sep- 
tal defects  has  already  been  shown  to  be  feasible, 
safe  and  effective.15  Various  devices  will  be  avail- 


Figure  1.  Amplatzer  occluder  attached  to  the  delivery  wire  and  outside  the  delivery  sheath  (a).  Contrast  injection  into 
the  right  upper  pulmonary  vein  shows  a 16  mm  secundum  ASD  (arrows)  in  35  cranial/35  LAO  projection  in  an  eight 
year  old  girl  with  a Qp/Qs  ratio  of  2.6  (b).  The  levophase  after  pulmonary  artery  contrast  injection  opacifies  the  left 
atrium  and  shows  excellent  position  of  the  20  mm  Amplatzer  Occluder  which  completely  closes  the  defect  (c). 
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able  for  transcatheter  occlusion  of  mid-muscular, 
apical  and  residual  ventricular  septal  defects  with 
enough  distance  from  the  cardiac  valves. 
Perimembranous  ventricular  septal  defects  remain 
a challenge  because  of  their  proximity  to  aortic  and 
tricuspid  valve.  However,  specialized  occlusion 
devices  are  under  development.  In  parallel,  devel- 
opments are  underway  to  use  catheter  directed  gene 
therapy  to  induce  local  tissue  proliferation  around 
the  defect  to  achieve  gradual  closure. 

FUTURE  DEVELOPMENTS  IN  CATHETER 
DIRECTED  THERAPY 

The  scope  of  congenital  heart  lesions  primarily 
treated  with  catheter  interventions  will  likely  fur- 
ther increase.  Early  animal  experiments  have  dem- 
onstrated that  transcatheter  placement  of 
bioprosthetic  valves  mounted  on  expandable  stents 
is  feasible.  It  is  likely  that  further  technical  devel- 
opment will  make  this  a viable  procedure  e.g.  for 
patients  with  severe  pulmonary  valve  insufficiency 
after  tetralogy  of  Fallot  repair.  A partial  or  total 
cavopulmonary  anastomosis  connecting  the  sys- 
temic venous  return  to  the  right  pulmonary  artery 
may  eventually  be  accomplished  by  catheter  meth- 
ods. Very  often  surgical  and  catheter  interventions 
are  combined  for  the  most  effective  treatment  of 
complex  congenital  heart  disease  to  accomplish  the 
best  physiologic  result  in  order  to  give  the  patients 
a normal  life  as  unimpaired,  insurable  and  produc- 
tive members  of  society. 
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Figure  1.  ECG  from  first  child  to  undergo  RF  ablation  for  WPW  (1990).  Less  than  one  second  after  RF  energy  is 
applied,  the  delta  wave  is  eliminated  in  this  five-year-old  boy  with  WPW,  who  had  failed  multiple  medications. 


Einthoven’s  invention  of  the  clinical  electrocardio- 
gram (ECG)  in  1907  marked  the  beginning  of  an 
era  in  arrhythmia  management  which  was  domi- 
nated by  the  development  of  diagnostic  acumen. 
This  era  may  have  reached  its  peak  in  1932,  when, 
based  on  surface  ECG  data  alone,  Wolferth  and 
Wood1  correctly  hypothesized  that  the  structural 
abnormality  underlying  the  Wolff-Parkinson- 
White  (WPW)  syndrome  was  an  accessory  atrio- 
ventricular (AV)  connection,  or  pathway  (AP). 
However,  it  was  another  37  years  before  Sealy  and 
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coworkers2  first  reported  on  the  cure  of  a 
tachyarrhythmia  by  surgically  dividing  a right- 
sided AP  in  a patient  with  WPW.  During  the  next 
20  years,  clinicians  had  three  options  for  treating 
patients  with  tachyarrhythmias:  medical  therapy, 
open-chest  surgery,  or  none.  Unfortunately,  be- 
cause of  the  ineffectiveness,  side  effects  and  po- 
tential for  malignant  pro-arrythmia  of  many  drugs, 
and  the  risk  of  surgery,  “none"  was  often  as  good 
as  the  other  two  choices.  However,  in  the  late  1980s 
and  early  1990s,  the  options  began  to  dramatically 
change  with  the  introduction  of  the  internal 
cardioverter-defibrillator  (ICD)  into  common  clini- 
cal practice,  and  the  development  of  radiofrequency 
catheter  ablation  (RECA)  as  a safe  and  effective 
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Sinus  Rhythm 


C.  ART 


D.  Concealed  AP  E.  PJRT 


F.  Mahaim 


Figure  2 (pgs.  344-345):  Mechanisms  of  tachycardia  treatable  with  ablation.  SAN  - sino-atrial  node.  AVN  - atrioven- 
tricular node.  AP  - accessory  pathway.  ORT  - orthodromic  reciprocating  tachycardia.  ART  - antidromic  reciprocating 
tachycardia.  PJRT  - permanent  junctional  reciprocating  tachycardia.  EAT  - ectopic  atrial  tachycardia.  IART  - intra- 
atrial  reentry  tachycardia.  JET  - junctional  ectopic  tachycardia.  VT  - ventricular  tachycardia. 
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means  for  eliminating  arrhythmia  substrates.  These 
two  developments  heralded  an  explosion  in  the 
understanding  and  management  of  most 
arrhythmias  in  adults  which  is  both  reflected  and 
amplified  in  the  field  of  pediatrics. 

RADIOFREQUENCY  CATHETER 
ABLATION  (RFCA) 

The  first  reported  use  of  RFCA  in  a child  was  in 
1990  to  cure  junctional  ectopic  tachycardia  in  a 
ten-month-old  infant;3  however,  this  report  was 
soon  followed  by  its  use  to  cure  WPW  in  a five- 
year-old  boy  with  a left-sided  AP  by  the  first  au- 
thor of  this  manuscript  JPS  (Figure  l).4  The 
procedure  has  been  so  effective  and  safe,5  that  as 
many  as  100,000  such  procedures  are  now  per- 
formed annually,  and  the  Catheter  Ablation  Regis- 
try from  the  Pediatric  Electrophysiology  Society 
has  collected  more  than  6,000  cases  in  children 
alone.6  Further,  indications  for  RFCA  have  now 
expanded  and  include  all  of  the  arrhythmia  mecha- 
nisms shown  in  Figure  2,  with  success  rates  rang- 
ing from  about  70  percent  for  ventricular  tachycardia 
(VT)  to  100  percent  for  many  forms  of  supraven- 
tricular tachycardia  (SVT)  (Figure  2,  Table  l).5  6 

The  RFCA  procedure  itself  begins  with  a stan- 
dard diagnostic  electrophysiological  evaluation, 
typically  performed  with  three  or  four  intracardiac 


catheters.  A process  called  mapping  is  then  used  to 
localize  the  small  area  of  myocardium  responsible 
for  maintaining  the  arrhythmia  (e.g.,  AP  insertion 
site,  cells  with  enhanced  automaticity,  zone  of  slow 
conduction  in  an  atrial  or  ventricular  reentry  site) 
before  attempting  ablation.  When  the  most  appro- 
priate site  is  identified  precisely,  the  mapping  cath- 
eter is  used  to  deliver  RF  energy  at  that  site  using  a 
power  level  just  high  enough  to  heat  the  adjacent 
myocardium  and  catheter  tip  to  a temperature  be- 
tween 50  and  70°C.  The  procedure  is  typically  per- 
formed with  a temperature  controlled  RF  generator, 
and  each  RF  application  creates  a lesion  with  a di- 
ameter between  zero  and  six  mm.  The  procedure 
is  usually  modified  for  the  smallest  children  to  as- 
sure that  only  very  small  lesions  are  created  and 
we  have  performed  successful  RFCAs  in  patients 
as  small  as  1 .8  kg  without  any  complications,  when 
absolutely  necessary. 

IMPLANTABLE  DEVICES 

These  devices  come  in  two  varieties:  anti-brady- 
cardia, or  pacemakers,  and  anti-tachycardia,  which 
today  are  only  marketed  in  the  form  of  automatic 
ICDs  and  come  with  bradycardia  and  tachycardia 
pacing  features  as  well  as  the  ability  to  deliver  low 
and  high  energy  DC  shocks.  Fortunately,  routine 
pacemakers  for  bradycardia  have  been  available 


Proc 

N 

Success  Rate 

MUSC 

% 

Boston3 

% 

Registry0 
% ' 

Supraventricular 

Tachycardia 

53 

100 

93  (100A) 

83 

Atrial  Flutter  (reentry) 

25 

96 

74* 

67 

Ventricular  Tachycardia 

17 

76 

64 

38 

Total 

95 

Table  1.  Acute  success  for  catheter  ablation  procedures  performed  at  MUSC  since  arrival  of  first  author  JPS,  January 
1998  - June  1999.  Comparison  to  References  #5  (Children’s  Hospital,  Boston,  n=373,  March  1990  - February  1995) 
and  #6  (Pediatric  Catheter  Ablation  Registry,  n=705,  January  1991  - September  1992).  A - most  recent  75  procedures.  * 
- no  recent  data  available,  success  improved  in  last  two  years  by  personal  communication  Triedman. 
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in  a small  enough  package  for  pacing  even  the 
smallest  infants  for  many  years.  However,  they 
must  be  implanted  using  an  epicardial  lead  with 
device  placement  in  the  abdomen  under  the  rectus 
muscle,  rather  than  a transvenous  endocardial  lead 
with  device  placement  in  the  shoulder  over  or  un- 
der the  pectus  muscle.  The  primary  indication  for 
pacing  in  pediatrics  is  complete  heart  block,  either 
congenital,  or  acquired  during  a surgical  repair  of 
congenital  heart  disease. 

It  was  only  in  1979  that  Mirowski7  first  reported 
successful  automatic  internal  defibrillation  in  hu- 
mans, but  since  then,  the  ICD  has  had  a dramatic 
impact  on  the  management  of  and  prognosis  of 
adult  patients  at  risk  for  sudden  cardiac  death,  par- 
ticularly for  patients  with  good  ventricular  func- 
tion, who  are  unlikely  to  die  of  non- arrhythmic 
causes.  Less  data  exist  in  pediatric  patients.  How- 
ever, in  a multicenter  report  of  ICD  use  in  125  pa- 
tients under  20  years  of  age,  mortality  was  confined 
to  the  patients  with  abnormal  ventricular  function 
(9/46),8  results  very  similar  to  those  in  adults.  In- 
dications for  implantation  included  aborted  sud- 
den cardiac  death  (76  percent),  drug  refractory  VT 
(ten  percent),  unexplained  syncope  and  induced 
arrhythmias  (ten  percent),  and  structural  heart  dis- 
ease plus  a family  history  of  sudden  death  (four 
percent).  A range  of  diagnoses  underlay  these  in- 
dications, but  the  largest  groups  were  patients  with 
long  QT  syndrome  (LQTS),  repaired  congenital 
heart  disease,  and  idiopathic  arrhythmias,  consis- 
tent with  our  own  experience  at  MUSC.  Appropri- 
ate ICD  discharges  occurred  in  76  percent  of  the 
60  patients  followed  for  more  than  24  months.  Sur- 
vival free  from  sudden  cardiac  death  was  90  per- 
cent at  five  years  for  the  entire  group.  Until  very 
recently,  ICDs  were  not  small  enough  for  infants, 
but  were  used  in  children  and  adolescents. 

One  case  we  managed  recently  highlights  just 
how  far  ablation  and  device  technology  have  come. 
A 4.8  kg,  four-month  old,  known  to  have  frequent 
isolated  ventricular  premature  beats,  a ventricular 
septal  defect,  valvar  pulmonary  stenosis,  and  mild 
left  ventricular  outflow  tract  obstruction  presented 
with  syncope  and  was  found  to  have  nonsustained 
runs  of  polymorphic  VT.  While  being  observed  as 
an  inpatient,  he  began  to  have  sustained  runs  of 
VT,  requiring  both  CPR  and  DC  cardioversion. 
After  an  invasive  electrophysiological  study  dem- 


onstrated that  much  of  the  ectopy  originated  in  the 
right  ventricular  outflow  tract  (RVOT),  he  under- 
went surgical  repair  of  his  structural  defects,  re- 
section of  part  of  the  RVOT,  and  implantation  of  a 
39cc  ICD  using  an  epicardial  patch  and  sub-rectal 
abdominal  device  implantation.  He  is  the  smallest 
child  to  ever  receive  an  ICD.  During  the  postop- 
erative period,  he  had  intermittently  incessant  epi- 
sodes of  a second  VT,  apparently  from  the  left 
ventricle.  After  the  ICD  detected  650  episodes  of 
VT  and  delivered  350  paced  cardioversions  and 
72  DC  shocks,  he  was  taken  back  to  the  catheter- 
ization lab  where  we  were  able  to  successfully  ab- 
late the  remaining  VT  focus,  but  only  by  ablating 
all  AV  conduction,  leaving  the  patient  with  heart 
block.  Fortunately,  the  ICD  had  bradycardia  pac- 
ing at  a rate  of  100  beats/minute.  Although  this 
child's  course  was  anything  but  smooth,  the  case 
does  demonstrate  that  almost  regardless  of  size, 
when  it  comes  to  the  technical  aspects  of  complex 
arrhythmia  management,  the  future  is  here.  The 
challenges  that  remains  are  to  understand  the  ac- 
tual etiology  of  cases  like  the  one  above  and  to 
treat  the  cause  rather  than  the  symptoms. 
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INHALED  NITRIC  OXIDE  FOR  PULMONARY 
HYPERTENSION  IN  PATIENTS  WITH  AND  WITHOUT 
CONGENITAL  HEART  DISEASE:  JUST  SAY  NO! 

ANDREW  M.  ATZ,  M.D.* 

JANET  M.  SIMSIC,  M.D. 


In  the  lung,  as  elsewhere  in  the  body,  nitric  oxide 
(NO)  is  an  endogenous  mediator  of  vascular  tone. 
Formed  from  L-arginine  and  molecular  oxygen  in 
a reaction  catalyzed  by  NO  synthase  at  the  endot- 
helial cell  surface,  NO  causes  vasodilation  through 
a cyclic  guanosine  monophosphate  dependent  path- 
way. Since  NO  exists  as  a gas,  it  can  be  delivered 
by  inhalation  to  the  alveoli  and  then  diffused  to 
blood  vessels  which  lie  in  close  proximity  to  the 
ventilated  lung.  Because  of  its  rapid  inactiva- 
tion by  hemoglobin,  inhaled  NO  may  achieve 
selective  pulmonary  vasodilation  when  pulmo- 
nary vasoconstriction  exists.  Inhaled  NO  reduces 
pulmonary  artery  pressure  in  a number  of  diseases 
without  the  unwanted  effect  of  systemic  hypoten- 
sion. This  is  especially  dramatic  in  children  with 
cardiovascular  disorders  and  postoperative  patients 
with  pulmonary  hypertensive  crises.  Additionally, 
inhaled  NO  reduces  intrapulmonary  shunt  fraction 
and  may  improve  oxygenation  in  selected  patients 
with  severe  pulmonary  parenchymal  disease  and 
hypoxemia. 

USE  AFTER  CARDIAC  SURGERY 

Pulmonary  hypertensive  crises  are  dramatic  events, 
which  threaten  the  life  of  an  infant  despite  an  ex- 
cellent surgical  repair.  Infants  with  total  anoma- 
lous pulmonary  venous  connection  (TAPVC)  are 
particularly  at  risk.  When  pulmonary  venous  re- 
turn is  obstructed  preoperatively,  pulmonary  hy- 
pertension is  severe  and  demands  urgent  surgical 
relief.  In  a study  of  infants  presenting  with  iso- 
lated TAPVC,  patients  with  postoperative  pulmo- 
nary hypertension  inhaled  NO  at  80  parts  per 
million  during  a 15 -minute  trial.  A mean  percent- 
age decrease  of  42  percent  in  pulmonary  vascular 
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resistance  and  32  percent  in  mean  pulmonary  ar- 
tery pressure  was  demonstrated.  There  was  no  sig- 
nificant change  in  heart  rate,  systemic  blood 
pressure  or  systemic  vascular  resistance.1  Its  ef- 
fective use  has  been  demonstrated  following  heart 
transplantation  and  following  surgical  repair  of 
ventricular  septal  defects,  atrioventricular  septal 
defects,  transposition  of  the  great  arteries,  and  other 
structural  heart  defects.2  3 

USE  BEFORE  CARDIAC  SURGERY 

Pulmonary  hypertension  is  often  a crucial  factor 
in  determining  the  timing  or  type  of  surgery  in  con- 
genital heart  disease  lesions.  An  increased  or  fixed 
elevation  in  pulmonary  pressures  may  deny  patients 
the  chance  of  corrective  surgery,  leaving  them  sus- 
ceptible to  development  of  progressive  obliterative 
pulmonary  vascular  disease  and  severely  reduced 
life  expectancy.  Recently,  combination  testing  with 
nitric  oxide  and  oxygen  has  been  shown  to  pro- 
vide maximal  pulmonary  vasodilation  in  patients 
with  a reactive  pulmonary  vascular  bed  in  a spe- 
cific, safe,  and  expeditious  fashion  during  cardiac 
catheterization.4  The  combination  of  inhaled  agents 
distinguishes  patients  with  significant  pulmonary 
vasoreactivity  who  might  not  be  identified  and  of- 
fered corrective  surgery  using  either  agent  sepa- 
rately. 

USE  AS  A DIAGNOSTIC  TOOL 

Differentiation  between  pulmonary  vasoconstric- 
tion and  anatomic  obstruction  to  pulmonary  blood 
flow  may  be  difficult,  especially  in  neonates.  A 
definitive  diagnosis  may  require  invasive  and  po- 
tentially dangerous  investigation  of  the  circulation. 
In  one  study,  nine  of  15  newborns  with  pulmonary 
hypertension  following  cardiac  surgery  responded 
to  NO  with  a significant  reduction  in  mean  pulmo- 
nary artery  pressure.  In  each  of  those  who  did  not 
respond,  subsequent  investigation  revealed  ana- 
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tomical  obstruction  to  pulmonary  blood  flow.  Thus, 
failure  of  the  postoperative  newborn  with  pulmo- 
nary hypertension  to  respond  to  NO  successfully 
discriminated  anatomical  obstruction  to  pulmonary 
blood  flow  from  pulmonary  vasoconstriction.5 
More  recently,  inhaled  NO  has  been  used  in  ba- 
bies with  severe  neonatal  Ebstein’s  to  accurately 
identify  those  with  true  pulmonary  atresia,  quickly 
determining  which  patients  will  require  high  risk 
surgery.6 

USE  IN  PATIENTS  WITHOUT 
CONGENITAL  HEART  DISEASE 

Inhaled  NO  has  proved  beneficial  in  a number  of 
disorders  with  acute  respiratory  failure.  Prospec- 
tive randomized  trials  of  NO  have  clearly  shown 
improved  oxygenation  and  reduced  need  for  ex- 
tracorporeal membrane  oxygenation  (ECMO)  in 
babies  presenting  with  persistent  hypertension  of 
the  newborn  (PPHN),7  and  is  now  a mainstay  in 
many  tertiary  care  neonatal  intensive  care  units. 
Effectiveness  has  also  been  demonstrated  in  other 
models  of  acute  respiratory  failure  in  children.  One 
such  example  is  illustrated  in  a case  report  of  two 
patients  with  sickle  cell  disease  who  developed 
acute  chest  syndrome  (ACS)  with  respiratory  fail- 
ure and  pulmonary  hypertension  despite  aggres- 
sive medical  therapy  including  positive  pressure 
ventilation  and  exchange  transfusion.8  Inhaled  ni- 
tric oxide  resulted  in  rapid  and  significant  pulmo- 
nary vasodilation  and  improved  oxygenation. 
Prolonged  therapy  with  inhaled  nitric  oxide  was 
safely  performed  and  may  have  been  an  important 
factor  in  the  successful  weaning  and  extubation  of 
both  patients.  Inhaled  nitric  oxide  may  therefore 
be  beneficial  in  ACS  by  dilating  the  pulmonary 
vascular  bed,  reducing  afterload  on  the  right  ven- 
tricle, redistributing  pulmonary  blood  flow  to  bet- 
ter ventilated  areas  of  lung,  and  potentially  reducing 
sickling  in  the  lung.  Proper  large  prospective  tri- 
als will  need  to  be  undertaken  to  further  elucidate 
the  importance  of  this  novel  therapy  in  ACS. 

There  are  also  potential  benefits  of  chronic, 
outpatient  administration  of  NO  to  facilitate  growth 
and  beneficial  remodeling  of  the  abnormal  pulmo- 
nary vasculature  in  unusual  forms  of  idiopathic 
pulmonary  hypertension  identified  in  early  infancy. 
Four  infants  less  than  four  months  old  with  severe, 
unexplained  pulmonary  hypertension  (biopsy 


proven  and  presumed  to  be  fatal)  were  treated  with 
a 25  day  regimen  of  inhaled  nitric  oxide  and  the 
angiogenesis  factor  heparin.  At  the  end  of  the  treat- 
ment period  they  had  nearly  normal  pulmonary 
artery  pressures  without  recurrence  of  pulmonary 
hypertension  in  three  of  four  during  two  years  of 
follow-up.9  While  no  conclusion  can  be  drawn 
from  such  limited  experience,  it  has  prompted  re- 
evaluation  of  our  notion  about  presumed  irrevers- 
ibility of  “primary”  pulmonary  hypertension  early 
in  life. 

SAFETY  CONSIDERATIONS 

Nitric  oxide  has  not  yet  been  approved  by  the  FDA 
and  therefore  remains  an  investigational  drug,  re- 
stricted to  study  by  authorized  investigators.  Al- 
though there  is  little  doubt  that  NO  reduces 
pulmonary  artery  pressure  and  improves  oxygen- 
ation in  many  patients  with  reversible  components 
to  their  pulmonary  vascular  and  lung  disease,  im- 
proper or  inadequate  delivery  and  monitoring  can 
carry  considerable  patient  risk.  Detailed  descrip- 
tions of  the  safe  delivery  and  monitoring  of  the 
gas  have  been  reported.10  Future  clinical  research 
in  inhaled  nitric  oxide  will  need  to  focus  on  the 
mechanism  of  failure  of  nonresponders,  the  indi- 
cations and  safety  of  chronic  administration,  more 
efficient  delivery  and  monitoring  systems,  and  the 
development  of  protocols  to  demonstrate  improve- 
ment in  patient  outcomes,  which  will  lead  to  its 
approval  as  a noninvestigational  drug. 
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Anesthetic  management  of  the  pediatric  patient 
with  congenital  heart  disease  requiring  cardiovas- 
cular surgery  or  a non-cardiac  surgical  procedure 
can  be  extremely  challenging.  Since  the  pediatric 
population  has  a broad  spectrum  of  cardiac  lesions, 
diverse  physiologic  compensatory  mechanisms 
based  on  the  specific  cardiac  disease,  and  chang- 
ing management  needs  at  different  ages,  optimal 
anesthetic  care  requires  an  individual  with  special- 
ized training  in  both  cardiac  and  pediatric  anesthe- 
siology. The  pediatric  cardiac  anesthesiologist 
must  possess  a working  knowledge  of  the  anatomy 
and  pathophysiology  of  each  congenital  cardiac 
abnormality,  in  addition  to  the  ability  to  effectively 
manage  the  very  different  physiologic  requirements 
of  a wide  spectrum  of  patient  ages  and  associated 
problems  caused  by  extracardiac  defects  and  vari- 
ous congenital  syndromes.  Moreover,  there  has 
been  a recent  trend  towards  complete  cardiac  re- 
pairs on  younger  patients  rather  than  palliative  pro- 
cedures, which  adds  additional  complexity  to 
anesthetic  management.  Therefore,  at  the  Medi- 
cal University  of  South  Carolina  (MUSC)  we  have 
a specialized  pediatric  cardiac  anesthesia  team 
committed  to  the  care  of  children  with  congenital 
heart  defects.  For  pediatric  patients  requiring  car- 
diac surgery  utilizing  cardiopulmonary  bypass,  a 
pediatric  cardiac  anesthesiologist  is  always  as- 
signed to  the  case  (Table  1).  The  anesthesiologist 
is  involved  in  the  preoperative  preparation  and  as- 
sessment of  the  patient  and  is  primarily  respon- 
sible for  the  welfare  and  stability  of  the  patient  from 
the  initial  presentation  in  the  preoperative  holding 
area  until  arrival  in  the  pediatric  cardiac  Intensive 
Care  Unit.  Obviously,  the  intraoperative  manage- 
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ment  of  these  patients  is  also  shared  by  the  sur- 
geon, and  the  pediatric  cardiologist  may  provide 
insight  in  an  assessment  of  the  adequacy  of  surgi- 
cal repair.  In  addition  to  open-heart  surgery  re- 
quiring cardiopulmonary  bypass,  there  are  other 
cardiac  surgical  procedures  in  which  a member  of 
the  pediatric  cardiac  anesthesia  team  should  always 
be  present  and  is  at  MUSC  (Table  1).  The  place- 
ment of  epicardial  pacing  wires,  return  to  the  oper- 
ating room  for  bleeding  after  cardiothoracic 
surgery,  and  pacemaker  lead  extractions  all  have 
the  potential  for  major  impacts  on  cardiopulmo- 
nary status  and,  therefore,  are  covered  by  a pediat- 
ric cardiac  anesthesiologist.  Furthermore,  ligation 
of  patent  ductus  arteriosus  and  repair  of  coarcta- 
tion of  the  aorta  and  vascular  rings  require  special- 
ized anesthetic  management. 

The  congenital  heart  disease  patient  for  non-car- 
diac surgical  procedures  presents  unique  challenges 
for  the  anesthesiologist.  These  patients  fall  into 
two  categories.  Procedures  required  prior  to  car- 
diac surgery  and  those  performed  after  the  patient 
has  undergone  cardiac  surgery.  The  first  includes 
those  performed  by  the  general  pediatric  surgeons 
such  as  exploratory  laparotomy  for  necrotizing 
enterocolitis  and  central  line  placement,  dental  res- 
toration by  pediatric  dentistry  and  cardiac  catheter- 
ization by  pediatric  cardiology.  The  pediatric 
cardiac  anesthesiologist  is  most  familiar  with  the 
multitude  of  anatomic  defects  responsible  for  con- 
genital heart  disease  and  the  cardiovascular  impair- 
ment that  can  be  primarily  traced  to  four  distinct 
etiologies  including  hypoxemia,  pulmonary  dis- 
ease, cardiac  failure,  or  dysrhythmias.  The  pediat- 
ric cardiac  anesthesiologist  plays  an  active  role  in 
determining  the  choice  of  anesthesia  and  monitor- 
ing based  upon  the  type  of  surgery  to  be  performed 
and  the  degree  of  cardiovascular  and  pulmonary 
compromise  associated  with  the  congenital  heart 
defect.  This  evaluation  begins  in  the  preoperative 
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Table  1.  Pediatric  Cardiac  Surgical  Procedures  Performed  Exclusively  by  Pediatric 
Cardiac  Anesthesiologists 

1.  All  cardiac  cases  requiring  cardiopulmonary  bypass. 

2.  Systemic-pulmonary  shunt  placement  and  pulmonary  artery  banding. 

3.  Repair  of  coarctation  of  the  aorta. 

4.  Thoracotomy  for  cardiac  surgery. 

5.  Ligation  of  patent  ductus  arteriosus. 

6.  Repair  of  vascular  rings. 

7.  Defibrillator  placement. 

8.  Surgery  for  bleeding  after  cardiothoracic  surgery. 

9.  Placement  of  epicardial  pacing  wires. 

10.  Pacemaker  lead  extractions. 

11.  Pericardial  window  procedures. 


period  with  consultation  from  the  pediatric  cardi- 
ologist and  surgeon,  as  well  as  the  patient’s  fam- 
ily, to  ensure  that  the  patient  is  in  an  optimal 
physiologic  state  when  he  or  she  presents  for  sur- 
gery. Of  particular  concern  is  the  patient’s  intra- 
vascular volume  status,  hematocrit,  cardiovascular 
parameters  and  assurance  of  proper  endocarditis 
prophylaxis.  Intraoperative  management  and 
monitoring  is  dictated  by  the  relevant  physiology 
and  planned  surgical  procedure.  Induction  and 
maintenance  of  anesthesia  as  well  as  choice  of  an- 
esthetic technique  must  balance  the  needs  of  the 
patient  with  the  complexity  of  the  surgical  proce- 
dure. Postoperative  care  of  the  patient  requires 
careful  management  as  the  hemodynamics  of  the 
patient  may  have  changed  during  the  operation. 
This  again  includes  monitoring  intravascular  vol- 
ume changes,  changes  in  pulmonary  compliance 
and  manifestations  of  cardiac  decompensation.  Our 
ongoing  relationship  with  the  surgical  services  and 
pediatric  cardiology  has  assured  that  our  patients 
transition  safely  into  the  postoperative  phase. 

The  second  category  of  patients  are  those  with 
corrected  heart  defects  that  present  for  noncardiac 


surgery.  These  patients  present  a different  set  of 
challenges  for  the  anesthesiologist.  First,  the  di- 
versity of  anatomic  and  physiologic  changes  de- 
fies easy  categorization,  thus  making  it  difficult  to 
apply  general  rules  of  management.  Second,  car- 
diac and  pulmonary  reserve  may  be  severely  lim- 
ited. Third,  there  is  little  objective  data  in  the 
literature  to  formulate  an  anesthetic  plan.  As  diag- 
nosis and  treatment  of  congenital  heart  disease 
improves,  we  are  seeing  more  patients  reach  re- 
productive age.  The  cardiovascular  changes  asso- 
ciated with  pregnancy  coupled  with  the  changes 
from  their  congenital  heart  disease  presents  unique 
challenges  for  the  anesthesiologist  and  mandates 
specialized  management. 

In  summary,  perioperative  anesthetic  manage- 
ment of  the  pediatric  patient  with  congenital  heart 
disease  requiring  cardiovascular  surgery  or  a non- 
cardiac surgical  procedure  is  a challenging  task  that 
requires  a working  knowledge  of  the  anatomy  and 
pathophysiology  of  each  congenital  cardiac  abnor- 
mality. In  addition,  ongoing  open  communication  and 
cooperation  with  the  pediatric  cardiology  and  surgi- 
cal teams  are  vital  to  the  success  of  any  program. 
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STATE  OF  THE  ART  IN  MANAGEMENT 
OF  CARDIOVASCULAR  DISEASE  IN  THE 
YOUNG 

As  reviewed  elsewhere  in  this  issue,  the  state  of 
the  art  in  the  management  of  congenital  cardiac 
malformations  is  exemplified  by  extraordinary  di- 
agnostic precision  and  exceptionally  low  morbid- 
ity and  mortality  of  definitive  surgical  therapy  of 
transposition  of  the  great  arteries  in  infants  and 
transcatheter  closure  of  atrial  septal  defect  (ASD) 
in  children.  But  the  state  of  the  art  is  not  perfect. 
As  summarized  in  “A  Report  of  the  Task  Force  on 
Children  and  Youth,”1  every  year  in  the  USA, 
32,000  individuals  are  bom  with  cardiovascular 
malformations;  approximately  20  percent  die  dur- 
ing the  first  year  of  life.  Another  30,000  young 
people  develop  a disturbance  of  cardiac  rhythm  or 
conduction.  In  addition,  the  life  expectancy  of  an- 
other 40,000  young  people  is  shortened  by  other 
forms  of  cardiovascular  disease.  It  is  becoming 
more  apparent  that  in  spite  of  the  success  in  diag- 
nosis and  treatment,  very  little  is  known  about  the 
causes  of  cardiovascular  disease  in  the  young;  im- 
proved understanding  of  the  causes  will  permit  in- 
sight into  the  pathophysiologic  basis  of  disease  and 
allow  definition  of  disease  risk — two  critical  ele- 
ments for  disease  prevention. 

EVALUATING  THE  GENETIC  CAUSE  OF 
CARDIOVASCULAR  DISEASE 

Four  interrelated  strategies  are  being  employed  to 
study  the  cause  of  cardiovascular  disease  in  the 
young:  studies  of  normal  development,  evaluation 
of  spontaneous  or  induced  models  of  cardiac 
maldevelopment,  evaluation  of  targeted  mutations, 
and  determination  of  the  genetic  cause  of  familial 
heart  disease  in  affected  individuals.  This  last  ap- 
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proach  is  the  subject  of  this  review.2 

Cardiac  malformations  contribute  greatly  to 
cardiovascular  disease  in  the  young;  they  consti- 
tute a major  portion  of  clinically  significant  birth 
defects  with  a definition  dependent  estimated  in- 
cidence of  five  to  50  per  1000  live  births.  There  is 
a long-standing  clinical  view  that  most  congenital 
heart  defects  occur  as  isolated  cases  and,  based  on 
studies  of  recurrence  and  transmission  risks,  a hy- 
pothesis of  multifactorial  etiology  has  reigned  for 
several  decades.  However,  cardiovascular  disease 
is  clearly  not  purely  multifactorial  because  ex- 
amples of  classic  mendelian  transmission  have  been 
reported.3  These  observations  suggest  there  is  some 
genetic  component  to  congenital  heart  disease  but 
not  a single  gene  defect  in  all  families;  analyses 
that  combine  defects  that  may  result  from  reces- 
sive, dominant  and  nongenetic  causes  may  appear 
to  have  a multifactorial  cause. 

GENETIC  STUDIES  AND  IMPLICATIONS 
FOR  MECHANISMS  OF  CONGENITAL 
HEART  DEFECTS 

Traditionally,  congenital  heart  defects  have  been 
classified  by  anatomic  characteristics,  e.g.  defects 
of  the  atrial  septum,  defects  of  the  ventricular  sep- 
tum, etc.  While  this  taxonomy  has  been  useful  for 
many  facets  of  diagnosis  and  treatment,  it  has  not 
provided  insight  into  the  cause  of  cardiac  malfor- 
mations. As  a result  of  the  anatomic  perspective, 
studies  of  cardiac  development  have  emphasized 
embryologic  pathways  of  regional  cardiac  devel- 
opment, e.g.  atrioventricular  canal  defects. 

The  recent  report  of  cardiac  disease  resulting 
from  heterozygous  mutations  in  the  transcription 
factor,  Nkx2-5,  illustrates  another  dimension  of  the 
problem.4  Among  four  families  with  multigenera- 
tional  congenital  heart  disease,  all  genotype  posi- 
tive individuals  developed  atrioventricular  block 
during  the  first  four  decades  of  life  and  85  percent 
had  ASD.  However,  some  family  members  had  a 
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Variable  expressivity  Reduced  penetrance  Sporadic 


| = phenotype  and  genotype 
0 = genotype  only 
□ = no  phenotype  or  genotype 

Figure  1.  Pedigrees  illustrating  forms  of  inheritance  of  cardiovascular  disease  in  the  young.  Square  symbols  denote 
males  and  round  symbols  denote  females.  As  illustrated  in  the  left  panel,  a grandmother  with  tetralogy  of  Fallot  (TOF) 
has  a son  and  a daughter  with  atrial  septal  defect  (ASD).  These  offspring  produce  affected  individuals  in  the  third 
generation  with  congenital  heart  defects.  This  example  illustrates  autosomal  dominant  inheritance  with  variable 
expressivity  (variation  in  phenotype  among  those  carrying  gene  mutation).  As  illustrated  in  the  middle  panel,  some 
individuals  who  appear  normal  may  carry  the  congenital  heart  disease  gene  (reduced  penetrance).  Some  cases  of 
congenital  heart  disease  occur  on  a sporadic  basis  (right  panel).  Typically,  parents  of  sporadic  cases  have  normal 
genotype  and  normal  phenotype. 


history  of  tetralogy  of  Fallot  or  ventricular  septal 
defect.  These  findings  illustrate  variable 
expressivity  (individuals  with  identical  genetic 
defects  have  varied  phenotype)  in  individuals  with 
Nkx2-5  mutations  (Figure  1).  Rather  than  all  af- 
fected individuals  inheriting  the  same  abnormality 
in  an  embryologic  pathway,  they  have  inherited  a 
mutation  that  affects  diverse  cardiac  developmen- 
tal pathways.  Nkx2-5  is  expressed  throughout  the 
heart,  and  yet  diverse  embryologic  pathways  are 
affected  by  mutation  in  a single  gene.  While  much 
remains  to  be  learned  about  the  pathophysiology 
of  Nkx2-5  mutation,  the  observations  give  a new 
perspective  to  the  clinical  recognition  of  recurrence 
of  cardiovascular  disease  in  the  young.  Given  the 
diverse  phenotypes  associated  with  familial  con- 
genital heart  disease,  it  is  likely  that  developmen- 
tally  important  molecules  that  affect  a number  of 
embryologic  pathways  of  regional  cardiac  devel- 
opment will  be  identified.  Such  findings  should 
provide  insight  into  both  normal  cardiac  develop- 


ment and  pathogenesis  of  maldevelopment. 

THE  CHROMOSOME  22qll  DELETION 
SYNDROME:  AN  INFORMATIVE 
EXAMPLE 

The  contiguous  gene  defect  syndrome  character- 
ized by  a microdeletion  on  the  long  arm  of  chro- 
mosome 22  (del22qll,  CATCH22,  DiGeorge 
locus)  may  explain  five  to  ten  percent  of  congeni- 
tal heart  disease.5  Detection  of  the  del22qll  uti- 
lizes a straight-forward  cytogenetic  test.  Evaluating 
this  common  genetic  cause  of  cardiovascular  dis- 
ease in  the  young  has  gone  beyond  the  benchtop 
and  has  quickly  come  to  the  bedside. 

Epidemiological  studies  show  that  80  percent 
of  del22ql  1 occur  on  a sporadic  basis  and  20  per- 
cent are  inherited  (i.e.  a parent  has  the  deletion  too). 
While  physicians  in  training  are  taught  that  patients 
with  tetralogy  of  Fallot  or  interrupted  aortic  arch 
should  be  suspected  to  have  del22qll,  virtually 
every  cardiac  malformation  as  well  as  entirely  nor- 
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mal  hearts  are  associated  with  this  genetic  defect. 
The  del22qll  genetic  defect  illustrates  both  vari- 
able expressivity  and  reduced  penetrance  (some 
individuals  with  the  genetic  defect  appear  unaf- 
fected) which  are  regularly  identified  by  molecu- 
lar genetic  studies  of  cardiovascular  disease  in  the 
young  (Figure  1). 

MOLECULAR  GENETIC  STUDIES: 
WHERE  ARE  WE  NOW? 

During  the  past  decade,  advances  in  molecular  ge- 
netics have  provided  an  opportunity  to  re-exam- 
ine the  cause  of  cardiovascular  disease  in  the 
young.  Genetic-linkage  studies  have  defined  dis- 
ease gene  loci  for  total  anomalous  pulmonary 
venous  connection,  atrioventricular  septal  defect, 
patent  ductus  arteriosus  and  familial  ASD.  Simi- 
lar studies  have  lead  to  identification  of  genes 
whose  mutations  cause  supravalvular  aortic  steno- 
sis, Holt-Oram  syndrome,  Alagille  syndrome, 
Marfan  syndrome,  long  QT  syndrome,  Brugada 
syndrome,  hypertrophic  cardiomyopathy  and  some 
forms  of  dilated  cardiomyopathy.  These  findings 
and  the  ongoing  investigation  of  the  chromosome 
22ql  1 deletion  syndrome  indicate  an  important  role 
of  genetics.  Taken  as  a whole,  the  prospect  of  un- 
derstanding the  genetic  basis  of  cardiovascular  dis- 
ease in  the  young  has  never  been  better. 

SIGNIFICANCE  OF  IDENTIFYING  GENES 
THAT  CAUSE  CARDIOVASCULAR 
DISEASE  IN  THE  YOUNG 

Nkx2-5  mutations  provide  an  example  of  an  etio- 
logic  bridge  between  heart  defects  considered  ‘con- 
genital’ because  they  are  discovered  at  birth  and 
conditions  considered  ‘acquired’  because  they  are 
recognized  later.  Current  practice  in  pediatric  car- 
diology is  centered  on  reparative  surgeries.  The 
malformed  heart  is  regarded  as  normal  cardiac  tis- 


sues in  abnormal  morphological  relationship. 
However,  Nkx2-5  is  expressed  in  the  myocardium 
throughout  life.  How  normal  is  the  myocardium 
in  affected  individuals?  It  can  be  speculated  that 
some  of  the  disappointments  of  therapy  of  congeni- 
tal heart  disease  have  as  much  to  do  with  the  myo- 
cardial consequences  of  abnormal  gene  function 
as  the  structural  defects  of  the  heart.  Therapeutic 
strategies  based  on  this  possibility  are  one  of  the 
most  exciting  possible  benefits  of  genetic  investi- 
gation of  congenital  heart  disease. 

Identification  of  genes  that  cause  cardiovascu- 
lar disease  in  the  young  will  improve  understand- 
ing of  the  cause  and  permit  insight  into  both  the 
pathophysiologic  basis  and  definition  of  risk  of  de- 
veloping these  problems — two  critical  elements  for 
prevention.  Disease  prevention  and/or  risk  modi- 
fication is  a very  attainable  frontier  in  the  manage- 
ment of  cardiovascular  disease  in  the  young. 
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PEDIATRIC  CARDIOLOGY 

The  picture  on  the  cover  of  this  special  issue  of 
The  Journal  devoted  to  Pediatric  Cardiology  is 
taken  from  volume  62  of  the  journal  Surgery,  page 
82 1 . 1 It  illustrates  the  procedure  used  beginning 
on  March  26,  1954  by  the  University  of  Minnesota 
Medical  Center  team  and  is,  according  to  the  article 
from  which  the  picture  is  taken,  “one  of  the  major 
milestones  in  the  development  of  open-heart 
surgery.  ”2 

In  1954  [C.  Walton]  Lillehei’s  group  at  the 
University  of  Minnesota  introduced  the 
innovative  (and  controversial)  “controlled 
crosscirculation”  technique  in  which  a human 
“donor”  served  as  the  [pump  and]  oxygenator 
for  the  patient  undergoing  open-heart  surgery. 
Reflecting  his  group’s  focus  on  congenital  heart 
disease,  the  first  patients  were  children  and  the 
typical  donor  was  a parent  with  compatible 
blood.  Lillehei’s  first  patient  was  a one-year- 
old  boy  hospitalized  for  nine  months  with  heart 
failure  due  to  a large  hole  between  the  heart’s 
two  main  pumping  chambers,  a ventricular 
septal  defect.  Although  the  cross-circulation 
technique  gave  surgeons  more  time  to  operate 
in  a dry  field  and  was  hailed  as  a major  advance, 
it  was  impractical  for  widespread  use  because 
suitable  donors  were  not  always  available. 3 

The  first  pediatric  cardiac  surgery  in  South 
Carolina,  according  to  my  sources, 4 was  performed 
by  Edward  Frost  Parker,  M.D.  (1910-1998).  Dr. 
Nunn  who  was  in  the  operating  room  indicated  that 
the  first  procedure  done  about  1955  was  on  a ten- 
year-old  girl  using  hypothermia.  The 
anesthesiologist  was  Laurie  L.  Brown,  M.D. 5 The 
patient  was  thought  to  have  an  atrial  septal  defect, 
but  was  found  to  have  patent  ductus  arteriosis.  Dr. 
Ashmore,  a surgical  resident  during  this  time, 
recalled  accompanying  Dr.  Parker  on  a trip  to 
Minnesota  to  visit  with  Dr.  DeWall  who  is  credited 
with  developing  the  bubble  oxygenator  procedure. 


According  to  Dr.  Brown’s  account,  Dr.  Ashmore 
built  a bubble  oxygenator  for  use  with  later 
procedures  done  with  Dr.  Parker.  Dr.  J.  D. 
Ashmore  remembered  assisting  Dr.  Parker  with 
four  pediatric  cardiac  surgeries  to  correct  intra- 
atrial  septal  defects. 

In  1967  Dr.  Amo  Hohn  was  hired  to  form  the 
Division  of  Pediatric  Cardiology  at  the  medical 
college  in  Charleston.  Dr.  Hohn  came  to  Charleston 
from  Buffalo  Children’s  Hospital  where  he  was 
Director  of  Cardiac  Clinics,  Director  of  Resident 
Training  and  Director  of  the  Section  of  Cardiology. 
“Separation  of  the  cardiac  care  in  South  Carolina, 
particularly  of  infants  from  the  adult  cardiac 
section,  led  to  a marked  increase  in  the  survival  of 
critically  ill  babies  from  about  25  percent  to  75 
percent. ”6 

Jane  McCutchen  Brown 
Waring  Historical  Library 
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OCTOBER 

Saturday  October  2, 1999 

Columbia,  SC:  Embassy  Suites  Hotel 

9th  Annual  Cardiology  Symposium 
SPONSOR:  USC  School  of  Medicine  - Palmetto 
Richland  Memorial  Hospital  CME  Organization 
DESCRIPTION:  Update  on  cutting  edge  issues  in 
cardiology. 

TARGET  AUDIENCE:  Primary  care  physicians, 
cardiologists 

FACULTY:  Dean  Ornish,  MD;  Chris  Cates,  MD; 

Lowell  Dale,  MD;  Alan  Thomley,  MD;  and  others 
CONTACT:  Steven  Hasterok,  MHA;  (803)  434- 
4211 

CREDITS:  7.25  hours,  AMA  Category  1 

Saturday  October  2, 1999 

Augusta,  GA:  To  be  announced 

Progress  in  Infectious  Disease 
SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

DESCRIPTION:  Focus  upon  both  new  agents  and 
the  application  of  new  therapies. 

TARGET  AUDIENCE:  Physicians,  physician 
assistants,  nurse  practitioners 
TUITION:  $65.00 

CONTACT:  Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  7.25  hours,  AMA  Category  1 and  AAFP 
prescribed  hours 


Friday  October  8, 1999 

Columbia,  SC:  South  Carolina  Medical 
Association  Headquarters 

Risk  Management  in  the  ‘90s:  Helping  Each  Other 
in  a Risky  Business 

SPONSOR:  South  Carolina  Medical  Association 
TARGET  AUDIENCE:  Physicians  in  their  first 
year  of  practice 

CONTACT:  Melissa  Hamby;  ext.  253,  (803)  798- 
6207  or  (800)  327-1021 
CREDITS:  3 hours,  AMA  Category  1 

Wednesday  - Friday  October  6-8, 1999 

Augusta,  GA:  Medical  College  of  Georgia 

Pediatric  Advanced  Life  Support  1999 
SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Physicians,  nurses,  and 
other  pediatric  health  care  providers 
CONTACT:  Division  of  Continuing  Education; 
(706)  721-3967  or  (800)  221-6437 

Friday  - Saturday  October  29-30, 1999 

Charleston,  SC:  Charleston  Place  Hotel 

Total  Hip  Arthroplasty  Symposim 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  conference  will  assist 
orthopedic  surgeons  by  presenting  important 
surgical  tips  and  clinical  results  of  primary  and 
revision  hip  arthroplasty. 

TARGET  AUDIENCE:  Orthopedic  surgeons 
FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Odessa  Ussery;  (843)  876-1925 


NOVEMBER 


Saturday  - Sunday  November  13-14, 1999 

Charleston,  SC:  Charleston  Place  Hotel  - Rivera 
Theater 

Fundamentals  of  Obesity  and  Its  Management 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  conference  is  designed  to 
update  the  primary  care  practitioner  in  the 
evaluation,  treatment  and  management  of  obesity. 
TARGET  AUDIENCE:  Physicians  and  nurse 
practitioners 

FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Odessa  Ussery;  (843)  876-1925 

Thursday  - Saturday  November  18-20, 1999 
Atlanta,  GA:  Grand  Hyatt 

Seizures,  Spells,  and  Shakes:  Neurology  for  the 
Non-Neurologist 

SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Family  practice,  internal 
medicine,  neurology,  psychiatry,  psychology 
TUITION:  $395 

CONTACT:  Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  15  hours,  AMA  Category  1 and  AAFP 
prescribed  hours 

Friday  - Sunday  November  19-21, 1999 

Isle  of  Palms,  SC:  Boardwalk  Inn,  Wild  Dunes 
Resort 

South  Carolina  Neurological  Association  Annual 
Meeting 

SPONSOR:  Palmetto  Baptist  Medical  Center 
FACULTY:  Donald  Schmechel,  MD:  Jan  Brandeis, 
MD;  William  Roller,  MD;  Frederick  Munschauer, 
III,  MD;  David  Griesemer,  MD;  Braxton 
Wannamaker,  MD 

CONTACT:  Linda  Jones,  S.C.  Neurological  Clinic; 
(803)  779-4325 

CREDITS:  9 hours,  AMA  Category  1 

DECEMBER 

Friday  - Sunday  December  3-5, 1999 

Charleston,  SC:  Doubletree  Guest  Suites  Hotel 

Frontiers  in  Pediatrics 

SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  conference  is  designed  to 
update  the  primary  care  practitioner  in  the  specific 


areas  of  pediatrics. 

TARGET  AUDIENCE:  Physicians  and  nurse 
practitioners 

FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Odessa  Ussery;  (843)  876-1925 

Friday  - Sunday  December  3-5, 1999 

Charleston,  SC:  Embassy  Suites  Hotel 

Holiday  Update  in  Anesthesia 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  conference  is  designed  to 
provide  a forum  for  anesthesiologists  to  discuss 
and  learn  the  most  current  information  on 
anesthesia  techniques,  equipment,  and  drugs. 
TARGET  AUDIENCE:  Anesthesiologists 
FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Barbara  Dengle;  (843)  886-6873 

Saturday  - Sunday  December  4-5, 1999 

Columbia,  SC:  Clarion  Town  House  Hotel 

7th  Annual  Alcohol  and  Drug  Issues  Conference 
SPONSOR:  USC  School  of  Medicine  - Palmetto 
Richland  Memorial  Hospital  CME  Organization 
DESCRIPTION:  Update  on  issues  in  addiction 
medicine  and  substance  abuse. 

TARGET  AUDIENCE:  All  physicians  and  others 
interested  in  addiction  medicine 
FACULTY:  Anthony  Dekker,  DO;  G.  Douglas 
Talbott,  MD;  Terry  Rustin,  MD;  Richard  Irons, 
MD 

CONTACT:  Steven  Hasterok,  MHA;  (843)  434- 
4211 
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SAVE  SCHOOLS  FROM  VIOLENCE 


The  South  Carolina  Medical  Association  Alliance  (SCMAA)  has  several  standing  committees,  one  of 
which  is  the  Health  Promotion  Committee.  This  committee  works  with  the  American  Medical  Associa- 
tion and  its  Alliance,  and  the  South  Carolina  Medical  Association  as  well  as  state  and  community  agencies. 
The  committee  implements  many  programs  to  improve  the  health  of  the  people  of  South  Carolina. 

Each  year,  a new  focal  project  is  introduced  by  our  SCMAA 
President  and  the  planning  committee.  Our  project  for  the 
year  is  “Pregnant  Pause/’  a project  designed  to  educate  spe- 
cifically targeted  groups  about  Fetal  Alcohol  Syndrome  and 
Fetal  Alcohol  Effects.  The  August  issue  of  the  Journal  con- 
tains details  of  this  project. 

Yearly  health  projects  are  accomplished  in  conjunction  with 
and  under  the  tutelage  of  the  American  Medical  Associa- 
tion Alliance.  Since  1995,  SAVE  (Stop  America’s  Violence 
Everywhere),  has  been  a major  focus  for  the  medical  alli- 
ances. The  award  winning  program  provides  substantial 
support  to  organizations  that  help  victims  of  violence,  as 
well  as  providing  education  for  entire  communities. 


More  than  600  state  and  county  alliances  participate  in  the 
AMAA’s  SAVE  activities.  SAVE  DAY  is  October  13  and 
each  alliance — national,  state,  and  county — celebrates  the  day  in  an  appropriate  way.  Some  give  gifts  to 
homeless  shelters,  foster  care  facilities,  or  give  a presentation  at  a local  school  or  service  club  discuss- 
ing nonviolent  alternatives  for  problem  solving. 

This  year’s  theme  is  SAVE  SCHOOLS  FROM  VIOLENCE.  This  program  is  so  appropriate  now  con- 
sidering the  senseless  violent  acts  that  have  occurred  recently  in  schools  in  this  country.  School  play- 
grounds have  become  battlegrounds  where  our  children  do  not  feel  safe.  Part  of  our  goal  is  to  keep 
children  and  innocent  people  from  even  becoming  victims. 

If  you,  your  office  staff,  or  any  health  care  organization  would  like  more  information  or  to  participate  in 
any  of  the  health  promotion  committee  projects,  call  Cathy  Boland  at  1-800-327-1021,  extension  232. 
Cathy  will  refer  you  to  your  county  health  promotion  chairperson.  The  SCMAA  needs  the  support  of 
each  member  to  attain  its  goals. 


Volume  95  • September  1999 


Eileen  Harris,  SCMAA  Health  Promotion 
Chairperson,  1999-2000 
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ALLERGY  & IMMUNOLOGY,  CHILD  AND 
ADOLESCENT  PSYCHIATRY,  DERMATOL- 
OGY, FAMILY  PRACTICE,  GENERAL  SUR- 
GERY, ONCOLOGY,  OTOLARYNGOLOGY: 

Practice  opportunities  exist  in  local  medical  facili- 
ties and  with  private  practice  groups  in  Orangeburg 
County  for  experienced  practitioners  and  graduating 
residents/fellows.  All  positions  include  salary  or 
minimum  net  income  guarantee  and  a relocation  al- 
lowance. Located  at  the  junction  of  1-26  and  1-95,  35 
minutes  to  Columbia  and  70  minutes  to  Charleston. 
Area  known  for  its  gardens,  golf,  hunting  and  fish- 
ing (Lake  Marion).  Achieve  financial  success  in  a 
non-competitive  environment  while  enjoying  a su- 
perior quality  of  life.  Contact  Dr.  Chermol,  The  Re- 
gional Medical  Center  at  (800)  866-6045. 


BEACH  RENTAL:  In  Wild  Dunes,  Isle  of 
Palms,  SC.  Two  bedroom,  two  bath  condo,  one 
block  from  beach  and  on  golf  course.  Non-smok- 
ing, luxury  unit  with  many  extras.  Rent  directly 
from  owner  and  save  money.  For  more  informa- 
tion and  rates,  call  (413)  268-9242  or  e-mail  to 
HaiglerPM  A @ aol.com. 

MEDICAL  BILLING  SERVICES:  Wright’s 
Health  Care  Service , a complete  electronic  bill- 
ing service  designed  to  meet  all  your  medical 
billing  needs.  Contact  (803)  788-0903  for  a per- 
sonal analysis  of  your  practice. 
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'Matters  of  Interest 
to  South  Carolina 
Physicians.  yy 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


THIS  TIME  IT’S  REAL 

PREMIUMS  FOR  TERM  INSURANCE  ARE  GOING  UP 

For  the  last  several  years  we’ve  been  writing  about  the  impending  increase  in  the  prices  of  term  life 
insurance.  The  effective  date  of  the  legislation  that  will  cause  this  increase  was  delayed  several  times. 
Now,  it’s  definite  that  Regulation  XXX  will  be  effective  January  1, 2000. 

No  one  knows  exactly  what  will  happen  in  the  first  quarter  of  the  year  2000  but  here’s  what  we  think  will 
occur.  Premiums  for  polices  that  are  guaranteed  for  10  years  may  be  relatively  unaffected.  Premiums  for 
longer-term  policies  (15,20,25  or  30  years)  will  be  dramatically  affected. 

We  think  there  will  be  two  types  of  term  policies  offered  for  these  longer  durations.  The  first  type  may 
offer  premiums  that  are  about  equal  to  today’s  prices  but  the  premiums  will  only  be  guaranteed  for  5 
years.  After  that,  the  insurance  company  will  have  the  right  to  increase  them. 

The  second  type  will  offer  guaranteed  premiums  for  the  full  term  period  but  the  premiums  will  be  much 
higher  than  today’s  premiums.  In  either  type,  the  result  is  the  same.  A decrease  in  the  guarantees  for 
the  policyowner  or  an  increase  in  price  if  you  want  guaranteed  premiums. 

The  prices  for  term  insurance  for  the  balance  of  1999  will  be  much  lower  than  they  will  be  in  the  year 
2000.  Right  now  is  the  time  to  review  your  term  life  insurance  to  lock  in  the  lower  rates  that  are  currently 
available.  This  is  true  even  if  you’ve  purchased  term  in  the  last  few  years  because  premiums  have 
decreased  during  that  time. 

Companies  today  offer  more  underwriting  classes  than  they  did  a few  years  ago.  At  the  beginning  of  the 
decade,  insureds  were  classified  either  as  “smokers”  or  “non-smokers”.  Most  companies  today  offer  at 
least  “standard”  and  “preferred”  risk  classes  while  some  also  offer  a “preferred-plus”  class. 


The  insured  must  be  healthy  to  qualify  for  any  of  these  classes.  The  requirements  are  more  stringent  to 
qualify  for  preferred  rather  than  standard  and  even  more  so  to  qualify  for  preferred-plus.  Estimates  are 
that  approximately  60%  of  healthy  applicants  will  qualify  as  standard,  30%  as  preferred,  and  10%  as 
preferred-plus. 

The  following  premiums  serve  as  guidelines  for  the  various  risk  classes.  They  are  examples  only  and  do 
not  represent  any  one  company’s  products.  Premiums  are  for  $1 ,000,000  of  20-Year  Term  for  an  insured 
who  has  not  used  tobacco  for  at  least  3 years: 


UNDERWRITING  CLA 

iSS  Age  40 

Age  50 

Age  60 

Standard 

$1,600 

$3,300 

$8,200 

Preferred 

$1,100 

$2,600 

$6,300 

Preferred  Plus 

$900 

$2,200 

$5,400 

These  premiums  clearly  demonstrate  the  importance  of  being  in  the  best  risk  class  for  which  you  qualify. 
Underwriting  decisions  vary,  so  an  applicant  who  is  a standard  risk  with  one  company  may  very  well 
qualify  as  a preferred  risk  with  another. 

The  advice  of  a knowledgeable  agent  who  is  familiar  with  the  underwriting  practices  of  various  companies 
is  vital  to  help  you  through  this  maze.  Be  aware  that  the  company  with  the  lowest  premium  does  not 
necessarily  offer  the  best  value.  There  are  many  factors  other  than  price  that  you  should  consider. 

Regulation  XXX  will  have  a negative  impact  on  the  pricing  and  features  of  term  policies  purchased  after 
its  effective  date.  These  higher  premiums  and/or  shorter  guarantees  make  today  the  best  time  to  re- 
evaluate your  term  life  insurance  needs.  Your  window  of  opportunity  may  be  very  short. 


Views  expressed  herein  are  those  of  the  authors  and  in  no  way  represent  SCMA.  We  do  not  give  tax  advice.  Only  your 
attorney  and  accountant  are  qualified  to  do  so. 
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The  Medical  Protective  Company 


What  can  a map  tell  you  about  a computer  system? 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably 

For  example,  it  might  show  how  a 
16-year  commitment  to  '"Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross /Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 
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Whether  it  be  their  smiling  faces  or  pictures 
and  images  that  provide  an  all  encompassing 
assessment  of  their  medical  records  and 
history,  Fox  Meadows  ‘P/CMS’  makes  it  all 
accessible  at  the  touch  of  a button. 
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Using  easily  accessible  & maintainable 
industry  standards  such  as  Microsoft 
Windows  and  FoxPro  DBMS,  Fox 
Meadows  has  a suite  of  ready  to  use 
application  software  to  run  any  and  all 
aspects  of  a medical  or  clinical  practice. 
The  system  can  easily  be  customized 
providing  immediate  results. 
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What  Can  I Sav 


Speak  to  your  computer  and  save  time,  monthly 
transcription  fees,  and  errors  and  omissions.  Do 
Chart  Notes  using  Lernout  & Hauspies  voice 
recognition  system  and  medical  dictionary. 
Lernout  & Hauspie  is  one  of  the  premier  providers 
of  voice  recognition  technologies  and  is  a valued 
business  alliance  of  Fox  Meadows. 


P/ CMS  Software  includes: 

A/R  management,  appointment  scheduler,  diary  notes,  Y2K  ready,  electronic  claims  & 
statements,  supports  primary,  secondary,  tertiary,  Worker’s  Comp.  & auto,  insurance.  System 
includes  Medicare  correct  coding  initiative  (CCI)  & evaluation  management  edits. 


Fox  Meadows  Software  LTD. 

800  754-7213  or  803  736-8000 
www.foxmeadows.com 
* Call  for  our  free  multi-media  demo  CD  * 
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American  Medical  Association 

Organized  Medical  Staff  Section  (AMA-OMSS) 


invites  your  medical  staff  to  be  represented  at  the 


1999  Interim  Assembly  Meeting,  December  2-6,  in  San  Diego 


If  physicians  want  to  be  effective  agents  for  change  in  improving  today's  health  care ; 
they  need  a vision,  a voice,  and  a victory . 

The  vision  comes  from  grassroots  physicians... representives  of  hospital  or  other  health  care  organization  medical 
staffs...that  come  together  in  a national  forum  to  share  ideas,  concerns,  and  interests. 

The  voice  is  the  AMA-OMSS.  It  resonates  within  the  AMA  and  is  projected  to  Congress,  private  and  public  sector  leaders, 
and  the  public  through  the  implementation  of  policy  and  other  advocacy  initiatives. 

The  victory  is  the  fruit  of  your  effort  to  make  a difference. 

Be  part  of  the  process.  Send  a representative*  from  your  medical  staff  to  the  1999  Interim  AMA-OMSS  Assembly 
Meeting,  December  2-6,  in  San  Diego.  There  is  no  fee  to  attend. 

OMSS  representatives  can: 

• Submit  resolutions  prior  to  the  Assembly  meeting. 

• Testify  at  Reference  Committee  hearings  and  vote  in  the  Assembly. 

• Participate  in  special  issue  forums. 

• Network  at  state  and  regional  caucuses. 

• Attend  education  programs.  ( Topics  include:  managed  care  contracts,  new  CPT  codes  and  software,  preventing 
and  managing  adverse  outcomes,  improving  physician  image  through  community  involvement,  protecting 
your  practice  from  embezzlement,  conflict  of  interest  policies,  technology  and  medical  staff  reengineering, 
ways  to  be  an  effective  agent  for  change,  reestablishing  collegiality  in  the  medical  profession,  and  federal  and 
state  legislative  affairs. ) 

For  more  information  on  how  to  register,  call  800  262-3211  and  ask  for  the  Department  of  Organized  Medical  Staff 
Services  or  e-mail  us  at  omss@ama-assn.org. 

• Must  be  an  AMA  member 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


South  Carolina’s  Physicians 

make  the  Difference. 

Carolina  Medical  ReviewsM,  along  with  the  South  Carolina  Coalition  for  Older  Adult  Immunization  and  the 
South  Carolina  Mammogram  Coalition,  needs  your  help  to  raise  awareness  among  Medicare  patients 
regarding  the  importance  of  receiving  a yearly  mammogram  and  influenza  vaccination. 

Studies  show  that  an  individual  is  more  likely  to  take  advantage 
of  preventive  services  when  his/her  physician  recommends  them. 


• Governor  Jim  Hodges  has  proclaimed  October  24-30,  1999,  as 
Senior  Vaccination  Week. 

• South  Carolina  Medicare  Part  B Claims  data  show  only  40.8%  of 
beneficiaries  received  an  influenza  immunization  in  1997. 

• The  influenza  vaccination  is  a preventive  service  covered  by 
Medicare  Part  B every  flu  season. 


• October  is  National  Breast  Cancer  Awareness  Month. 

• South  Carolina  Medicare  Part  B data  show  only  21.6%  of 
beneficiaries  received  a mammogram  in  1997. 

• Approximately  2600  South  Carolina  women  will  be  diagnosed 
with  breast  cancer  this  year. 

• Mammography  is  a preventive  service  covered  by  Medicare 
Part  B on  a yearly  basis. 


Not  just  once,  but 
for  a lifetime 


You  arc  never  too  old  to 
get  regularly  scheduled 
mammograms. 

Cancer  can  show  up  at  any 
time— so  one  mammogram 
is  not  enough. 

Medicare  helps  pay  for 
yearly  mammograms. 

For  Medicare  information, 
call  1-800-638-6833. 

For  information  on  breast 
cancer  and  mammograms, 
call  NCI’s  Cancer 
Information  Service  at 

1 -800-4-CANCER 

(1.800-422-6237). 
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Influenza, 
commonly 
called  the  flu, 
isn’t  just  a runny  nose 
or  an  upset  stomach. 
It’s  a serious  illness 
that  can  lead  to 
pneumonia.  The  flu 
can  be  very 
dangerous  for  people 
age  65  and  older. 
That's  why  almost 
all  older  adults  should 
get  a flu  shot.  Flu 
shots  are  safe  and 
effective.  And  when 
you  get  one,  you  help 
yourself  and  those 


around 


For  free  patient  education  materials  like  those  shown  on  this  page,  contact  Carolina  Medical 

ReviewsM  at  (803)  731-8225,  or  (800)  922-3089. 


This  message  is  brought  to  you  by  Carolina  Medical  ReviewsM,  a non-profit,  federally  funded  quality 
improvement/peer  review  organization,  which  serves  to  monitor  and  improve  the  quality  and  access 
of  health  care  given  to  South  Carolina's  Medicare  beneficiaries. 


SUPPORT  THE  IMPORTANT  WORK  OF  THE  SCMAA 

The  South  Carolina  Medical  Association  Alliance  (SCMAA)  is  just  over  50  years  old  and  still  growing. 
At  least,  its  trying  to  grow.  Sometimes,  however,  we  as  physicians  get  in  the  way  of  the  growth.  The 
Alliance  has  a very  long  and  distinguished  history  of  community  projects  ranging  from  children’s  is- 
sues to  senior  citizens  activities,  fund  raising  for  medical  student  education,  and  the  list  goes  on. 

“How  can  I be  in  the  way  of  my  spouse’s  activities  in  the  Alliance,”  you  are  hopefully  asking  yourself 
by  now.  If  you  have  received  this  issue  of  The  Journal , it  is  probably  because  you  are  a dues  paying 
member  of  the  SCMA,  and  therefore  “exempt”  from  these  disparaging  remarks.  On  the  other  hand,  you 
might  be  in  that  28  percent  of  physicians  in  South  Carolina  that  do  not  belong  to  the  SCMA,  and 
therefore  you  are  standing  in  the  way  of  your  spouse  being  an  active  member  of  the  Alliance.  The 
physician  member  of  the  household/partnership  MUST  belong  to  SCMA  for  the  spouse  to  belong  to  the 
SCMAA! 

Shirley  Meiere,  the  current  SCMAA  President,  is  out  there  everyday  telling  folks  what  they  do,  who 
they  are  and  why  they  exist.  Let  me  remind  all  of  our  readers  that  they  exist  to  support  us  in  our  daily 
activities.  Our  support  of  the  Alliance  begins  with  our  membership  in  the  SCMA,  and  then  with  full 
support  of  our  spouses. 

I am  very  pleased  with  the  reception  I have  received  as  I travel  to  represent  you.  Along  with  Bill  Mahon 
and  Ron  Fitzwater,  I have  been  to  several  county  societies  and  several  are  still  on  the  itinerary.  We  have 
been  carrying  the  message  about  the  AMA’s  activities,  talking  about  the  decision  to  form  collective 
bargaining  units  and  the  position  the  SCMA  delegation  took  in  that  discussion.  We  have  been  talking 
about  the  effort  to  pass  a Patients’  Bill  of  Rights  and  how  there  is  a bipartisan  effort  developing  in  the 
House  of  Representatives  to  get  this  accomplished.  We  have  talked  about  developing  the  Quality  Health 
Care  Coalition  Act  of  1999,  authored  by  Rep.  Tom  Campbell  of  California  which  seeks  anti-trust  relief 
and  allows  self-employed  physicians  to  engage  in  joint  negotiations.  Two  members  of  the  South  Caro- 
lina Delegation,  Reps.  Lindsay  Graham  and  James  Clybum,  have  signed  on  as  co-sponsors.  (Please 
thank  them  for  this  effort  in  your  correspondence  with  them.) 

I do  appreciate  the  reception  we  have  had  and  the  opportunity  to  serve  this  association.  I look  forward 
to  the  rest  of  the  year  and  hope  I get  to  see  YOU  in  these  travels. 


William  H.  Hester,  M.  D. 
President 
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MEDICAID  UPDATE 


Every  business  and  organization  that  relies  on  computer 
systems  and  electronic  devices  must  address  the  Y2K 
problem.  For  all  of  us  in  the  health  care  industry,  it  is  a 
patient  care  issue  as  well  as  a business  and  technical  prob- 
lem. It  is  critical  that  all  necessary  steps  are  taken  to  en- 
sure that  systems  continue  to  work  properly  after  Janu- 
ary 1 , 2000. 

It  is  vital  that  you  continue  to  bill  the  agency  correctly  so 
that  they  may  in  turn  reimburse  you  for  services  provided 
to  Medicaid  recipients.  Please  be  aware  that  the  format 
for  filing  Medicaid  claims  will  not  change  in  order  to 
accommodate  the  Year  2000.  Date  fields  will  continue  to 
use  a 2-digit  format  to  denote  year  values.  There  has  been 
some  confusion  because  other  health  insurance  programs 
(e.g.,  Medicare)  are  moving  to  a 4-digit  format  to  denote 
the  year. 

However,  the  Y2K  computer  problem  is  not  only  a com- 
puter issue,  but  effects  anything  that  depends  on  a micro- 
chip or  date  calculation.  Below  are  suggested  steps  to 
prepare  your  office. 

1.  Identify  your  critical  items.  These  are  items  without 
which  you  cannot  run  your  office.  Focus  on  those 
first. 

2.  Contact  the  vendors  and  service  contractors  for  your 
computer  hardware  and  software,  service  companies 
such  as  your  security  company  or  paging  system,  and 
your  medical  equipment  suppliers  to  obtain 
information  regarding  the  Y2K  status  or  impact  on 
their  products. 


3.  Update  or  replace  systems,  software  programs,  and 
devices  that  are  not  Y2K  ready  and  that  you  decide 
are  critical  for  your  business  continuity.  There  is  no 
time  to  waste  as  the  replacement  systems  you  need 
may  be  on  back  order. 

4.  Keep  notes  on  all  your  communications  and  testing 
information  for  possible  use  later.  Do  not  assume  a 
system  or  program  is  ready  because  someone  said  it 
is.  Get  assurance  in  writing  and/or  attempt  to  have 
them  tested. 

5.  The  original  manufacturer  of  a product  knows  the 
product  best  and  is  in  the  best  position  to  assess  the 
Y2K  status  of  it. 

6.  Develop  contingency  plans  in  the  event  that 
something  goes  wrong. 

7.  While  storing  claim  information  on  paper  may  be  part 
of  your  contingency  plan,  it  is  ill  advised  to  submit 
hardcopy  claims  for  payment,  as  an  enormous 
increase  in  paper  claims  could  delay  your  payments. 

The  South  Carolina  Department  of  Health  and  Human 
Services  does  not  assume  responsibility  for  your  Y2K 
compliance.  The  information  presented  here  is  not  a guar- 
antee or  warranty  with  respect  to  Y2K  issues  that  may 
affect  DHHS  or  any  program  it  administers. 

If  you  have  any  questions  regarding  Y2K  issues  of  the 
South  Carolina  Medicaid  Program's  electronic  media  bill- 
ing specifications,  please  contact  Rhonda  W.  Morris,  Di- 
rector of  the  DHHS  Division  of  Information  Systems 
Management  at  (803)  898-2999. 


“WHAT’S  WRONG  AND  WHAT’S  RIGHT 
ABOUT  MANAGED  CARE?” 

Ben  Carson,  MD,  Chief  of  Pediatric  Neurosurgery  at  Johns  Hopkins  University  Hospital  and  a world-renowned 
neurosurgeon,  will  serve  as  the  keynote  speaker  at  the  first  Fall  Seminar  of  the  National  Association  of  Managed 
Care  Regulators.  On  November  1,  1999,  at  the  Charleston  Place  Hotel,  Dr.  Carson’s  presentation  to  federal  and 
state  regulators  will  focus  on  the  difficult  practice  challenges  faced  by  health  care  professionals  as  they  seek  to  provide 
high  quality,  cost-effective  care  in  an  increasingly  regulated  and  ever-complex  medical  delivery  environment. 

For  additional  information  or  to  inquire  about  attending  the  keynote  address  or  the  entire  seminar  in  Charleston 
on  November  1-2,  1999,  please  contact  Sandra  Bogart  at  (800)  422-5611. 


MINI  CONSULTATION  PROGRAM 
A Service  of  the  Medical  Economics  Department 

The  mini  consultation  program  was  developed  by  the  South  Carolina  Medical  Association’s  Medical  Economics 
Department  to  allow  physicians  and  their  office  personnel  to  communicate  their  problems  one  on  one.  The  SCMA 
staff  visits  county  medical  societies  across  South  Carolina  to  conduct  30-minute  consultations  for  SCMA  members 
free  of  charge.  Practices  receive  assistance  from  the  Medical  Economics  Department  in  resolving  concerns  with: 


• Billing 

• Claims  Resolution 

• Coding 

• Contracts 

• Information  Technology 


Legal  Guidance 
Legislative  Issues 
Medical  Records 
Operational/Financial  Services 
Strategic  Planning 


The  sessions  are  arranged  in  30-minute  intervals  at  local  county  medical  societies.  Upcoming  consultation  dates  are 
listed  below.  To  set  up  a consultation  at  one  of  these  locations,  your  office  should  contact  the  Medical  Economics 
Department  at  the  SCMA  by  calling  (803)  798-6207,  extension  236  or  statewide  at  (800)  327-1021,  and  a registra- 
tion form  will  be  faxed  to  you. 


County 


Consultation  Date 


Charleston 

Columbia 

Greenville 


Tuesday,  November  16,  1999 
Tuesday,  October  26,  1999 
Wednesday,  November  10,  1999 


Prior  to  the  consultation,  the  Medical  Economics  staff  asks  that  you  prepare  by  collecting  questions  and  documenta- 
tion of  specific  problems  within  your  practice.  Each  practice  that  attends  a consultation  will  receive  a handbook  of 
reference  materials  to  answer  the  most  frequently  asked  questions.  Included  in  the  handbook  is  information  on 
Managed  Care,  Medicaid,  Medicare,  and  Records  Retention. 

For  more  information  regarding  the  programs  offered  by  the  SCMA's  Medical  Economics  Department , please  con- 
tact Kelly  Danias  at  ( 803 ) 798-6207,  state  wide  at  ( 800)  327-1021,  extension  236,  or  via  e-mail  at  kelly@scmanet.org. 


SUPPORT  OUR  FUTURE  PHYSICIANS 


In  last  month’s  newsletter,  we  announced  that  the  South  Carolina  Medical  Association  (SCMA)  Foundation  is 
resuming  our  program  to  send  Season’s  Greetings  cards  for  you  in  lieu  of  other  gifts  you  may  have  been  sending 
during  the  holiday  season. 

By  now  you  should  have  already  received  the  flyer  about  the  Season’s  Greetings  program.  Please  pledge  your 
support  of  our  future  physicians  by  making  a tax-deductible  contribution  to  the  SCMA  Foundation.  For  a mini- 
mal contribution  of  $25  per  person  (or  group  name),  you  can  say  “thank  you”  to  those  who  have  helped  your 
practice  during  the  past  year.  At  the  same  time,  you  will  be  financially  assisting  a medical  student.  In  honor  of 
each  contribution,  the  SCMA  Foundation  will  send  an  attractive  Season's  Greetings  card  to  each  person  or  group 
in  recognition  of  your  gift.  Simply  send  your  list  along  with  current  addresses  and  your  contribution  to  the 
SCMA  Foundation  no  later  than  December  15,  1999.  Remember  that  today’s  medical  student  is  tomorrow’s 
physician  who  will  be  dedicated  to  the  health  of  South  Carolinians  in  the  coming  years. 

If  you  have  any  questions  about  the  program,  please  contact  Melissa  Hamby  ( 803)  798-6207,  ext.  253  in  Colum- 
bia, (800)  327-1021  statewide,  or  by  e-mail  at  melissa@scmanet.org. 
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PHYSICIANS  CARE  NETWORK  UPDATE 


Currently,  there  are  8,317  participating  physician  locations,  898  participating  ancillary  locations  and  97  partici- 
pating hospitals.  PCN  has  130  contracted  groups  with  66,592  covered  lives.  We  will  continue  to  provide 
information  as  contracts  are  received. 


NEW  GROUPS: 

• Famillie  Printing;  Spartanburg;  effective  8-1-99 

• Metal  Builders;  Spartanburg;  effective  8-1-99 

• Butter  Travel  Services;  Spartanburg;  effective  8-1-99 

• Curtis  Mathes;  Spartanburg;  effective  8-1-99 

• Hyman  Paper  Company;  Florence;  effective  8-15-99 

• Ventex;  Spartanburg;  effective  8-1-99 

• Carolina  Machinery /Winner  Word;  effective  10-1-99 

• Community  Newspaper  Holdings;  effective  5-1-99 

• Federal-Mogul  Corporation;  effective  9-1-99 

TERMINATIONS: 

• Beaufort-Jasper  Comprehensive  Health  Services; 
Ridgeland;  effective  9-1-99 

• Mau,  Inc.;  Augusta,  GA;  effective  8-1-99 

RENEWALS: 

• Episcopal  Diocese  of  Upper  South  Carolina;  effective 
10-1-99 

• Carolina  Filters,  Inc;  effective  6-1-99 

Please  remember  to  notify  PCN  when  you  have  a tax 
ID  number  change,  address  change,  or  when  adding  or 
terminating  a physician  from  your  group.  Early  notifi- 
cation will  ensure  accurate  claims  payment  and  provider 
directory  accuracy. 

If  you  have  any  questions  about  PCN,  please  contact 
Provider  Relations  at  (803)  771-0077,  or  statewide  at 
(888)  323-9271;  fax  (803)  771-9474. 

IMPORTANT  NOTICE:  OUR  ADDRESS  HAS 
CHANGED! 


All  PCN  Claims  should  be  sent  to: 

PHYSICIANS  CARE  NETWORK 
P.  O.  Box  101111 
Columbia,  SC  292 11-1111 
Phone:  (803)771-0077 
(888)  323-9271 
Fax:  (803)  771-9474 

Send  PCN  Correspondence  to: 

PHYSICIANS  CARE  NETWORK 
121  Executive  Center  Drive 
Congaree  Building,  Suite  203 
Columbia,  SC  29210 

As  an  added  convenience,  an  updated  list  of  providers 
can  be  found  at  our  website,  www.physicianscarenet.com 

NOTE:  PCN  is  receiving  a large  volume  of  claims  that 
cannot  be  processed  due  to  missing  information.  THIS 
DELAYS  YOUR  PAYMENT!! 

Please  be  sure  to  include  the  following  Payor  In- 
formation: 

• Group  Name  & Number 

• Insurance  Company  or  TPA 

• Valid  Service  Codes 

• Accurate  Patient  Information 

PCN  CUSTOMER  SERVICE: 

Remember— since  PCN  is  NOT  an  insurance  company, 
when  you  contact  PCN  Customer  Service  regarding  claims 
status,  eligibility,  or  benefits,  you  will  be  referred  to  the 
appropriate  TPA  or  insurance  company.  PCN  is  always 
willing  to  assist  you  should  you  encounter  difficulty  with 
the  payor. 


SCMA  WORKSHOP 

EMPLOYMENT  LAW  AND  HUMAN  RESOURCE  ISSUES  FOR  A MEDICAL  OFFICE 

November  17, 1999 

This  workshop,  presented  by  employment  law  specialists  familiar  with  medical  practices,  will  present  a comprehen- 
sive overview  of  the  state  and  federal  requirements  that  impact  virtually  any  employment  decision  that  you  make  in 
your  practice.  From  the  initial  application  and  interview  process  to  handling  of  a termination  action,  this  workshop 
will  present  practical,  useful  information  on  how  you  can  be  sure  you  are  acting  properly  to  minimize  the  possibility 
of  costly  and  needless  litigation.  Register  by  November  8,  1999. 

9:00  a.m.  - 12:00  p.m.;  Registration:  8:30  a.m. 

Columbia,  Clarion  Town  House  Hotel 

Space  in  each  workshop  is  limited , so  be  sure  to  register  early.  If  you  have  any  questions,  please  contact  Melissa 
Hamby  at  (803)  798-6207,  ext.  253  in  Columbia,  (800)  327-1021  statewide,  or  by  e-mail  at  melissa@scmanet.org. 
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NEED  HELP  WITH  Y2K  READINESS? 

If  you  need  a little  help  with  your  Y2K  readiness  but  you’re  not  sure  where  to  look,  check  out  these  web  sites  for 
additional  information: 


www.mitre.org/research/cots/HW  LIST.html:  Com- 
prehensive hardware  site  with  links  to  check  Y2K  readi- 
ness for  mainframes,  PCs,  BIOS  updates,  and  more. 

www.vendor2000.com:  Complete  database  of  vendors 
and  Y2K  compatibility. 

www.year2000.com:  A general  information  site  with 
additional  links. 

http://www.cnet.com/Content/Reports/Special/ 
Y2000/:  CNET’s  comprehensive  Y2K  site  with  the  lat- 
est news,  downloads,  and  assistance  for  legal  prepara- 
tion. 

www.y2kinfo.com:  One  of  the  most  comprehensive 
Y2K  information  sites. 

http://www.computerexperts.co.uk/:  This  site  pro- 
vides a “Millennium  Bug  Toolkit.” 

http;//support.intel.com/support/year2000/:  Intel 
Y2K  site  can  help  you  determine  Y2K  compatibility  of 
Intel  products. 

www.microsoft.CQm/year2000/:  Microsoft’s  site  to  ad- 
dress problems  with  their  software. 


www.ibm.com/IBM/year2000/:  IBM’s  Y2K  site  pro- 
vides a printable  Guide  for  Planning  and  Implementa- 
tion. 

www.state.sc.us/y2000/:  Ever  wonder  how  S.C.  is  do- 
ing? Get  the  answers  here. 

http;//y2k.acf.dhhStgpy/:  Y2K  Resources  homepage 
sponsored  by  U.S.  Dept,  of  Health  and  Human  Services. 
Provides  comprehensive  information  on  both  federal 
and  state  programs,  including  HCFA,  ACF,  HRSA. 

http://y2k.acf.dhhs.gov/documents/guide22/doc: 
Printable  guide  to  Y2K  prepared  by  Dept,  of  Health 
and  Human  Services.  Contents  include  FAQ  section 
and  sample  vendor  certification  letter. 

httpi//www.msnbc.cQm/n.ews 
TECHY2KTQOLKIT  Frontasp:  MSNBC’s  site 
for  Y2K  tips.  One  of  the  best. 

If  you  do  not  find  what  you’re  looking  for  here,  go  to 
any  search  engine  (such  as  YAHOO!)  and  type  “Year 
2000”  into  the  search  field.  If  you’re  feeling  especially 
adventurous,  search  several  engines  at  once  by  going 
to  www.dogpile.com,  a popular  site  for  comprehensive 
research. 


PHYSICIAN  RECOGNITION  AWARDS 


The  following  SCMA  physicians  are  recent  recipients  of  the  AMA’s  Physician  Recognition  Award.  This  award  is 
official  documentation  of  Continuing  Medical  Education  hours  earned. 


Charles  Andrew  Andrus,  MD 
David  Jos  Annibale,  MD 
Edward  Mellard  Behling,  MD 
Lisa  Henderson  Bryant,  MD 
William  Walker  Burns,  MD 
David  Riner  Chapman,  MD 
John  La  Fon  Eady,  MD 
Lawrence  Robert  Figueroa,  MD 


Bryant  Reeves  Fortner,  MD 
Gerald  Gordon,  MD 
Thomas  Pasteur  Harden,  MD 
Jos  Ellsworth  Harlan,  MD 
Thomas  Edward  Hearon,  MD 
Paul  Erik  Houmann,  MD 
Mark  Ross  Langdon,  MD 
John  David  Osguthorpe,  MD 


Suresh  Philip,  MD 
Michelle  Rene  Powell,  MD 
Robert  Oscar  Rainer,  MD 
Robert  Glenn  Schwartz,  MD 
Carl  Alexander  White,  MD 
Jeannette  Louise  Wilcox,  MD 
Samuel  Earl  Wood,  MD 
Stephen  Causey  Youmans,  MD 


MARK  YOUR  CALENDAR 

The  SCMA’s  Annual  Meeting  and  Scientific  Assembly  is  scheduled  for 
April  27-30,  2000,  at  the  Charleston  Place  Hotel,  Charleston,  South 
Carolina. 
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INITIAL  EVALUATION  AND  MANAGEMENT  OF  THE 
NEWBORN  WITH  SUSPECTED  HEART  DISEASE 

C.  OSBORNE  SHULER,  M.  D.* 

LUTHER  C.  WILLIAMS,  M.D. 


A newborn  infant  with  suspected  congenital  heart 
disease,  particularly  if  the  baby  is  cyanotic,  de- 
mands prompt  evaluation.  There  are  several  diag- 
nostic tests  available  to  the  practitioner,  in  addition 
to  a careful  physical  examination,  that  can  aid  in 
screening  for  significant  heart  disease  and  decid- 
ing whether  referral  to  a tertiary  care  center  is  nec- 
essary. 

Chest  X-ray.  PA  and  lateral  chest  films  are  used 
to  determine  the  presence  of  cardiomegaly,  abnor- 
mal heart  contour,  and  abnormal  pulmonary  blood 
flow.  Certain  structural  defects  are  associated  with 
characteristic  chest  X-ray  findings  (Table  1).  The 
assessment  of  pulmonary  blood  flow  on  a chest  film 
is  frequently  difficult  in  a newborn,  but  it  may  be 
possible  to  differentiate  lesions  with  high  pulmo- 
nary flow  (e.g.  transposition,  AV  septal  defect)  from 
those  with  low  pulmonary  flow  (tetralogy,  pulmo- 
nary atresia).  However,  subtle  abnormalities  of  pul- 
monary blood  flow  may  not  be  apparent  in  the  first 
few  days  of  life. 

Electrocardiogram.  The  ECG  as  a diagnostic 
tool  for  structural  heart  disease  is  of  limited  value. 
Since  normal  newborns  exhibit  right  ventricular 
electrical  dominance  and  a rightward  QRS  axis, 


* Address  correspondence  to  Dr.  Shuler  at  Univer- 
sity Pediatrics  Cardiology  Division,  USC  School 
of  Medicine,  2 Medical  Park,  Suite  306,  Columbia, 
SC  29203. 


any  variation  should  be  considered  suspect  (Table 
2).  The  ECG  may  be  considered  a useful  screen- 
ing tool  in  infants  with  Down’s  syndrome.  Since 
about  50  percent  will  have  congenital  heart  dis- 
ease, and  half  of  those  will  have  some  type  of  AV 
septal  defect,  the  finding  of  a left  superior  axis  on 
the  ECG  is  highly  suspect,  and  the  cost  is  justi- 
fied. However,  the  most  effective  use  of  the  ECG 
in  the  newborn  is  for  diagnosis  of  cardiac 
dysrhythmias  and  conduction  abnormalities  (e.g. 
premature  beats,  supraventricular  tachycardia,  con- 
genital complete  heart  block). 

Pulse  Oximetry.  Cyanosis  is  not  generally  ap- 
parent to  the  naked  eye  unless  the  oxygen  satura- 
tion is  below  85  percent.  Pulse  oximetry  is 
non-invasive  and  may  be  of  use  in  detecting  sub- 
tler degrees  of  arterial  desaturation.  It  is  especially 
useful  in  determining  the  patient’s  response  to  oxy- 
gen administration,  and  in  assessing  for  differen- 
tial cyanosis  (present  in  only  the  upper  or  lower 
extremities).  Combined  with  arterial  blood  gases, 
pulse  oximetry  is  useful  in  differentiating  central 
cyanosis  from  other  causes  of  hypoxemia. 

The  chest  X-ray,  electrocardiogram,  and  pulse 
oximetry  are  readily  available  at  most  community 
hospitals.  More  extensive  evaluation  of  suspected 
heart  disease  in  newborns  is  best  carried  out  at  a 
referral  center. 

Echocardiography.  The  echocardiogram  has 
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Table  1 

Cardiac  defect 

Chest  X-rav  finding 

D-transposition  of  great  arteries 

Egg-on-a-string  silhouette 

Tetralogy  of  Fallot 

Boot-shaped  silhouette 

Supracardiac  TAPVR 

Snowman-shaped  silhouette 

Ebstein’s  anomaly 

Profound  cardiomegaly;  “square”  heart 

replaced  most  other  modalities  as  the  “gold  stan- 
dard” in  diagnosing  congenital  heart  disease.  Com- 
bined with  color-flow  Doppler  interrogation,  the 
transthoracic  echocardiogram  provides  prompt  as- 
sessment of  cardiac  anatomy  and  function.  Be- 
cause infants  have  excellent  echocardiographic 
windows,  the  more  invasive  transesophageal  ap- 
proach is  rarely  necessary  to  obtain  an  accurate 
diagnosis. 

The  echocardiogram  allows  for  real-time  imag- 
ing of  cardiac  structures  as  well  as  accurate  mea- 
surement of  chamber  and  vessel  size.  Doppler 
technology,  both  pulsed  and  continuous  wave,  is 
utilized  to  assess  blood  flow  velocities  within  the 
heart  and  great  vessels.  Calculations  can  then  be 
made  to  derive  gradients  across  valves  or  between 
cardiac  chambers,  affording  reliable  and  reproduc- 
ible estimates  of  pressure  relationships. 

Prenatal  identification  of  most  congenital  heart 
defects  is  possible  using  fetal  echocardiography. 
Prenatal  diagnosis  allows  for  referral  of  the  mother 
and  fetus  with  a severe  congenital  heart  defect  to  a 
tertiary  center  for  delivery  and  appropriate  post- 
natal management. 

With  advancements  in  technology,  echocardiography 
via  telemedicine  allows  the  transmission  of 
echocardiograms  over  special  telephone  lines.  This  mo- 
dality greatly  increases  the  accessibility  of  pediatric 


echocardiography  and  the  expertise  of  the  specialist, 
permitting  the  small  community  hospital  to  per- 
form echocardiograms  and  have  them  interpreted 
at  a regional  referral  center. 

Cardiac  Catheterization.  As  a diagnostic  tool, 
cardiac  catheterization  has  been  virtually  replaced 
by  echocardiography.  It  is  no  longer  necessary  for 
an  infant  to  undergo  this  invasive  procedure  for 
the  purpose  of  obtaining  a diagnosis.  Occasion- 
ally, infants  with  complex  cardiac  defects  are  cath- 
eterized  to  clarify  fine  points,  such  as  coronary 
artery  anatomy  or  pulmonary  artery  distribution. 
More  recently,  however,  the  pediatric  catheteriza- 
tion laboratory  is  being  used  for  interventional  pro- 
cedures (valve  dilation,  septal  defect  and  PDA 
closure)  and  for  electrophysiologic  studies  and  ab- 
lation procedures. 

Conclusion.  Although  the  chest  X-ray,  electro- 
cardiogram and  pulse  oximetry  are  useful  in  screen- 
ing infants  for  congenital  heart  disease,  the 
transthoracic  echocardiogram  remains  the  defini- 
tive diagnostic  tool  when  it  is  interpreted  by  a quali- 
fied pediatric  cardiac  specialist.  With  the  increasing 
availability  of  telemedicine  in  South  Carolina,  the 
echocardiogram  will  allow  for  expeditious  diag- 
nosis of  significant  congenital  heart  disease  and 
timely  referral  to  the  appropriate  medical  center 
for  definitive  management. 


Table  2 

Defect: 

ECG  findings: 

Tricuspid  atresia: 

Atrioventricular  septal  defect  (AV  canal) 
Hypoplastic  left  heart  syndrome 

Left  axis  deviation;  LV  electrical  dominance 
Left  superior  QRS  axis;  RVH  or  BVH 
RVH  with  diminished  or  absent  LV  forces 
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PEDIATRIC  CARDIAC  AUSCULTATION 


HENRY  B.  WILES,  M.D.* 
J.  PHILIP  SAUL,  M.D. 


Auscultation  remains  the  preeminent  physical  ex- 
amination procedure  for  the  detection  of  congeni- 
tal heart  malformations  in  children.  This 
observation  is  especially  true  for  the  primary  care 
physician  who  screens  large  numbers  of  both  well 
and  ill  children.  The  auscultatory  skill  of  the  pri- 
mary care  physician  is  repeatedly  demonstrated  by 
the  appropriate  and  accurate  referral  of  children  to 
the  facilities  of  the  Children’s  Heart  Program  of 
South  Carolina. 

THE  AUSCULTATORY  EXAM 

A complete  auscultatory  examination  includes 
careful  listening  in  a quiet  room  to  a quiet  patient, 
not  always  an  easy  task  in  many  pediatric  patients. 
All  areas  of  the  chest,  axilla,  neck  and  back  should 
be  examined  with  the  stethoscope.  The  chest  ex- 
amination should  be  repeated  in  the  sitting,  supine 
and  standing  position  while  the  patient  breathes 
normally.  Special  maneuvers  such  as  squatting 
(mitral  valve  prolapse,  hypertrophic  cardiomyopa- 
thy), valsalva  maneuver  (innocent  murmurs),  deep 
breathing  (splitting  of  the  second  heart  sound)  or 
neck  turning  (venous  hum)  are  sometimes  helpful 
in  differentiating  murmurs  in  children.  Perform- 
ing all  these  features  of  the  auscultatory  examina- 
tion in  every  patient  at  the  primary  care  physician’s 
office  is  not  practical.  The  most  useful  compro- 
mise is  listening  in  the  aortic,  pulmonic,  tricuspid 
and  mitral  areas  in  a supine  position.  In  a quiet 
patient  this  allows  the  best  sensitivity  for  detect- 
ing the  majority  of  pathologic  childhood  murmurs. 

The  six  characteristics  of  a heart  murmur  re- 
main the  same:  timing,  location,  quality,  duration, 
loudness  and  radiation.  A systematic  description 
of  these  six  characteristics  should  be  performed 
for  all  heart  murmurs  heard  in  a child.  Timing 
(systolic  or  diastolic)  is  paramount  in  differentiat- 
ing murmurs,  with  quality  and  location  being 


* Address  correspondence  to  Dr.  Wiles  at  Division 
of  Pediatric  Cardiology,  MUSC,  165  Ashley  Ave., 
P.O.  Box  250915,  Charleston,  SC  29425. 


nearly  equally  as  important.  Duration,  followed 
by  loudness  and  radiation,  often  reflect  the  degree 
or  severity  of  the  malformation  rather  than  being 
specific  for  that  malformation. 

MURMURS:  INNOCENT  AND  NOT  SO 

Murmurs  are  extremely  common  in  pediatric  pa- 
tients, occurring  in  as  a many  as  50  percent  of  chil- 
dren between  the  ages  of  two  and  ten  years,  but 
also  occurring  in  younger  and  older  children.  Fur- 
ther, many  of  these  murmurs  may  be  as  loud  as  3/ 
6,  even  though  they  do  not  reflect  underlying  car- 
diac pathology,  or  are  innocent.  Under  these  cir- 
cumstances the  goal  of  the  primary  care  physician 
must  be  to  differentiate  most  innocent  murmurs 
from  pathologic  ones,  since  it  is  impractical  and 
inefficient  to  send  50  percent  of  some  age  groups 
to  the  pediatric  cardiologist  for  an  evaluation. 

Innocent  murmurs  are  certainly  caused  by  blood 
flow  in  the  heart;  however,  most  pediatric  cardiolo- 
gists, as  well  as  the  American  Heart  Association,  use 
the  term  innocent , rather  than  functional  ox  flow, 
to  differentiate  these  murmurs  from  those  caused 
by  abnormal  flow  across  a normal  cardiac  struc- 
ture. Innocent  murmurs  are  heard  primarily  because 
blood  flowing  in  the  heart  always  makes  noise.  In 
children,  the  heart  is  close  enough  to  a relatively 
thin  chest  wall  to  hear  these  sounds,  again  particu- 
larly in  two  to  ten  year  olds.  In  fact,  when  a micro- 
phone is  placed  on  the  tip  of  a catheter  inside  the 
heart,  sounds  are  heard  in  subjects  of  any  age.  The 
difference  between  these  normal  sounds  and  patho- 
logical ones  is  that  the  innocent  ones  typically 
emanate  from  either  a single  cardiac  structure,  such 
as  a valve  leaflet  vibrating  at  a characteristic  fre- 
quency, or  relatively  low  velocity  blood  flow  which 
generates  low  frequency  eddy  currents  and  turbu- 
lence. Alternatively,  pathologic  murmurs  always 
come  from  pressure  gradients,  which  generate  high 
velocity  blood  flow,  which  in  turn  generates  a broad 
mixture  of  high  frequency  eddies.  Thus,  there  is  a 
difference  in  sound  quality  between  innocent  and 
pathologic  murmurs.  Innocent  murmurs  are  lower 
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Innocent  Pathologic 

Lower  frequency,  < 200  Hz  Higher  frequency,  400-1500  Hz 

Single  frequency,  vibratory  Broad  frequency  content,  harsh 

Lower  amplitude,  <3/6  Higher  amplitude,  > 3/6 

Change  with  position  Not  positional 

Change  with  physiological  state  Less  change  with  physiological  state 

Table  1.  Characteristics  of  Innocent  and  Pathologic  Murmurs 


frequency  (<200  Hz),  often  consist  of  a single  fre- 
quency making  them  sound  vibratory,  and  usually 
of  lower  amplitude  (<  3/6)  (Table  1).  Pathologic 
murmurs  are  higher  frequency  (400-1500  Hz), 
never  consist  of  a single  frequency,  but  are  always 
a broad  mix,  making  them  sound  harsh,  and  usu- 
ally higher  amplitude  (>  3/6).  Both  innocent  and 
pathologic  murmurs  may  be  systolic  ejection  or 
continuous  (Figure  1),  but  pure  diastolic  murmurs 
may  always  be  considered  pathologic.  Although 
these  rules  are  not  fixed,  especially  for  amplitude, 
they  work  very  well  as  guidelines. 

The  innocent  murmurs  of  childhood  include  the 
vibratory  Still’s  murmur,  pulmonary  flow  murmur, 
the  venous  hum,  and  carotid  bruit.  The  transient 
systolic  or  continuous  murmur  generated  by  a clos- 
ing ductus  in  a newborn  infant  falls  somewhere  in 
between  innocent  and  pathologic.  A vibratory  Still’s 
murmur  is  a systolic  ejection  murmur  (Figure  1, 
top  left),  and  is  the  most  common  innocent  mur- 
mur. It  is  typically  heard  at  the  apex  or  left  lower 
sternal  border,  and  is  often  described  as  having  a 
plucked  string,  or  twangy  characteristic.  The  sound 
probably  originates  from  a pulmonary  or  aortic 
valve  leaflet  which  vibrates  at  a characteristic  low 
frequency  as  the  blood  rushes  by  it,  much  the  way 
a mast  stay  vibrates  in  the  wind  on  a sailboat. 
Though  they  are  not  all  so  classic,  many  murmurs 
fall  into  this  Still’s  category.  Pulmonary  flow  mur- 
murs are  also  systolic  ejection  (Figure  1,  top  left), 
and  may  be  due  to  flow  across  a normal  pulmo- 
nary valve,  when  heard  at  the  left  upper  sternal 
border,  or  flow  through  slightly  narrow  pulmonary 
branches  in  a normal  newborn,  when  the  murmur 
radiates  to  the  axilla  or  back.  These  murmurs  are 
low  frequency,  as  described  above,  and  may  be 
heard  intermittently,  perhaps  only  during  periods 
of  activity  or  fever,  or  may  be  louder  during  such 
periods.  Thus,  low  frequency  low  intensity  flow 
murmurs  heard  during  an  acute  illness  in  an  other- 


wise healthy  child  should  be  listened  to  again  when 
the  child  is  well  before  proceeding  with  any  fur- 
ther evaluation.  Pathologic  murmurs  tend  to  be 
independent  of  physiological  state.  Importantly, 
innocent  flow  murmurs  sometimes  radiate  to  the 
neck,  but  such  a finding  should  probably  precipi- 
tate a referral  to  the  pediatric  cardiac  specialist. 

The  venous  hum,  another  common  innocent 
murmur,  is  a continuous  murmur  (Figure  1,  middle 
right),  typically  heard  in  the  neck  or  high  sternal 
border,  left  or  right.  It  is  almost  never  heard  when 
supine.  The  quality  is  typically  that  of  a very  low 
frequency  vibratory  hum  and  tne  intensity  can  be 
quite  loud,  up  to  3/6.  The  sound  probably  emanates 
from  veins  in  the  neck  which  collapse  due  to  the 
normal  low  pressure  in  the  right  atrium  and  vibrate 
similar  to  a partially  occluded  straw  being  lifted 
from  a glass  or  a rubber  tube  draining  a tank.  Be- 
cause of  this  mechanism,  a venous  hum  should  dis- 
appear completely  when  supine,  an  important 
differentiator  from  pathologic  continuous  murmurs. 
Carotid  bruits  are  less  common  as  an  innocent 
murmur  of  childhood,  but  rarely  if  ever  represent 
carotid  atherosclerotic  disease  in  a child. 

WHEN  TO  REFER  AND  EVALUATION 

If  a murmur  cannot  clearly  be  labeled  as  innocent, 
based  on  characteristics  such  as  its  sound  quality, 
intensity,  location  and  response  to  posture  or  physi- 
ological state,  then  referral  to  the  pediatric  cardio- 
vascular specialist  is  probably  indicated.  Other 
indications  for  referral  are  any  pure  diastolic  mur- 
mur, the  additional  presence  of  clicks  or  gallops, 
or  any  other  signs  or  symptoms  of  cardiovascular 
disease,  such  as  shortness  of  breath  or  decreased 
exercise  tolerance.  In  addition,  any  murmur  in  a 
newborn  which  does  not  resolve  spontaneously  by 
day  two  of  life  should  prompt  a consultation  prior 
to  or  at  the  time  of  hospital  discharge.  Most  mur- 
murs in  infants  < two  months  of  age  probably  need 
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Systolic  Ejection  Murmur  (SEM) 

Left  lower  sternal  border  = 

Still’s  murmur 
Left  upper  sternal  border  = 

atrial  septal  defect,  pulmonary  stenosis,  small  patent  ductus  arteriosus, 
branch  pulmonary  stenosis,  pulmonary  flow  murmur 
Right  upper  sternal  border  = 
aortic  stenosis,  branch  pulmonary  stenosis 


Systole  Diastole 


SI  S2 


Systolic  Click  + SEM 


Apex  = 

mitral  valve  prolapse  + regurgitation 
Left  upper  sternal  border  = 
pulmonary  valve  stenosis 
Right  upper  sternal  border  = 
aortic  valve  stenosis,  bicuspid  aortic  valve 


Systole  Diastole 


SI  S2 


Holosystolic  Murmur 

ventricular  septal  defect 
mitral  regurgitation 
tricuspid  regurgitation 


Systole  Diastole 


SI  S2 


Continuous  Murmur 

Neck/right  upper  sternal  border  = 
cervical  venous  hum 
Peripheral  chest  = 
shunt,  collaterals 
Left  upper  sternal  border/back  = 
patent  ductus  arteriosus 


Systole  Diastole 


SI  S2 


Mid-diastolic  Flow  Rumble 

Relative  or  True  Tricuspid  Stenosis 

large  atrial  septal  defect  vs.  tricuspid  stenosis  (rare) 

Relative  or  True  Mitral  Stenosis 

ventricular  septal  defect  or  large  patent  ductus  arteriosus 
vs.  supravalvar  stenosing  mitral  ring, 
mitral  stenosis,  parachute  mitral  valve 


Systole 

Diastole 

O 

SI  S2 


Diastolic  Decrescendo  Murmur 

Along  left  sternal  border  = 
pulmonary  insufficiency 
Mid-left  sternal  border  to  apex  = 
aortic  insufficieny 


Systole  Diastole 


SI  S2 


Figure  1.  Features  of  innocent  and  pathologic  murmurs  as  a function  of  the  cardiac  cycle. 
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evaluation  as  well.  Although  not  always  necessary, 
the  best  single  test  for  determining  whether  a struc- 
tural defect  is  the  basis  for  the  murmur  is  a com- 
plete pediatric  echocardiogram,  performed  and 
interpreted  by  individuals  specifically  trained  and 
experienced  with  the  diagnosis  of  congenital  heart 
disease.  The  necessity  of  a pediatric  cardiac  spe- 
cialist comes  from  a number  of  differences  in  the 
pediatric  and  adult  echo  exams,  the  most  impor- 
tant of  which  are  subxyphoid  and  parasternal  views 
with  color  doppler  to  examine  the  atrial  and  ven- 
tricular septa,  identification  and  examination  of  all 
four  pulmonary  veins  and  suprasternal  notch  views 
to  examine  the  aortic  arch  and  great  arteries.  The 
diagnoses  behind  pathologic  murmurs  are  obvi- 


ously quite  varied  (Figure  1),  and  each  has  its  own 
set  of  tests  and  therapies,  but  a full  discussion  is 
beyond  the  venue  of  this  article. 

SUMMARY 

Murmurs  will  be  a frequent  finding  during  the  well 
child  pediatric  exam  and  perhaps  more  frequent 
during  the  evaluation  of  an  acute  illness,  but  most 
of  these  murmurs  are  innocent.  Understanding  the 
variety  of  causes  of  innocent  murmurs  should  help 
identify  them  as  such.  However,  referral  to  the  pe- 
diatric cardiac  specialist  is  appropriate  in  newborns 
and  small  infants,  when  the  findings  are  not  en- 
tirely consistent  with  an  innocent  murmur,  or  when 
there  are  other  reasons  to  suspect  heart  disease. 


For  most  of  our  owners,  it’s  like 
Prozac,®  but  without  the  Prozac  ® 


Dewees  is  a private,  oceanfront  island  minutes 
from  Historic  Charleston,  SC.  A wide,  natural 
beach  stretches  for  2V2  miles;  65  percent  of  the 
island  is  in  permanent  conservation;  a community 
limited  to  150  homesites  ever. 

Come  explore  Dewees  soon! 

Call  1-800-444-7352 

or  (843)  886-8783 
www.deweesisland.com 

Dewees  Island  Real  Estate,  Inc. 

Eddie  Weekley,  BIC 

Obtain  the  Property  Report  required  by  Federal  law  and  read  it  before  signing  anything. 
No  Federal  agency  has  judged  the  merits  or  value,  if  any,  of  this  property.  N.J.E.  6-96-3/2 


Dewees 

island. 


A PRIVATE.  OCEANFRONT 
ISLAND  RETREAT 
DEDICATED  TO 

ENVIRONMENTAL  PRESERVATION 


378 


The  Journal  of  the  South  Carolina  Medical  Association 


CHEST  PAIN  IN  CHILDREN 


BENJAMIN  S.  HORNE,  III,  M.D.* 


Chest  pain  is  a common  problem  in  pediatrics  and 
the  second  most  common  reason  for  referral  to  a 
pediatric  cardiologist.1’2,3  A cardiac  etiology  is 
found  in  only  four  to  six  percent  of  cases,  and  the 
chest  pain  is  rarely  associated  with  a life  threaten- 
ing disease.3,4  However,  the  potential  for  sudden 
death  has  resulted  in  a heightened  concern  in  the 
public  and  medical  communities,  which  is  often 
inflamed  by  the  well  publicized  death  of  a local 
young  athlete  or  high  profile  professional  athlete.5 
Thus,  the  patient  may  be  afraid  that  he  is  having  a 
heart  attack  (44  percent),  has  heart  disease  (12 
percent),  or  even  has  cancer  (12  percent).1 2 In  re- 
ality, adolescents  are  more  likely  to  have  psy- 
chogenic chest  pain  with  identifiable  sources  of 
stress,  whereas  younger  patients  presenting  with 
chest  pain  often  have  a true  cardiorespiratory  eti- 
ology.4 In  most  cases,  reassurance  is  the  treatment 
of  choice,  once  the  more  serious  causes  of  chest 
pain  have  been  ruled  out. 

Non-cardiac  Chest  pain.  The  causes  of  chest 
pain  vary  widely  among  studies,  and  the  differen- 
tial diagnosis  is  lengthy.3  The  most  common  non- 
cardiac causes  of  chest  pain  are  idiopathic  (12-85 
percent),  chest  wall  and  musculoskeletal  pain  (15- 
79  percent),  psychogenic  (20-29  percent),  respira- 
tory (12-21  percent),  and  gastrointestinal  (4-7 
percent).1,3,4,6,7  The  coexistence  of  organic  (includ- 
ing cardiac)  and  psychogenic  diseases  is  not  un- 
common and  further  complicates  the  evaluation 
process.  Psychogenic  conditions  commonly  as- 
sociated with  chest  pain  include  anxiety,  conver- 
sion reaction,  depression,  and  hyperventilation. 

Non-cardiac  chest  pain  occurs  predominately 
at  rest;  however,  chest  wall  pain,  including  mus- 
culoskeletal pain,  may  be  exacerbated  with  move- 
ment, deep  inspiration,  or  compression  of  the 
sternum.  Examples  of  chest  wall  pain  include  the 
precordial  catch  syndrome,  costochondritis,  pleu- 
ritis,  and  trauma.  The  precordial  catch  syndrome 


* Address  correspondence  to  Dr.  Horne  at 
Greenville  Hospital  System,  890  West  Faris  Rd., 
MMOB  Suite  550,  Greenville,  SC  29605. 


occurs  as  a sharp  pain  at  rest  that  may  be  aggra- 
vated by  deep  inspiration.  It  is  often  localized  over 
the  precordium  and  may  last  from  a few  seconds 
to  a few  minutes.7  Spontaneous  pneumothorax  most 
commonly  occurs  in  tall  teenage  and  young  adult 
males.  The  severity  of  the  chest  pain  in  pneumotho- 
rax is  not  predictive  of  the  extent  of  the  problem, 
as  the  symptoms  can  range  from  no  pain  to  severe 
pain  (with  dyspnea  and  cyanosis). 

Cardiac  Chest  Pain.  A cardiac  etiology  is 
found  in  only  four  to  six  percent  of  chest  pain.3,4 
Life-threatening  cardiac  causes  are  very  uncom- 
mon, however  when  present,  rapid  recognition  and 
treatment  may  help  prevent  serious  morbidity.3,7 
Chest  pain  with  exercise  should  result  in  prompt 
evaluation  without  further  activity  being  permit- 
ted until  a medical  release  is  granted.  This  evalua- 
tion should  specifically  rule  out  the  most  common 
causes  of  sudden  death  in  young  athletes,  which 
are:  hypertrophic  cardiomyopathy  (24-48  percent), 
coronary  artery  abnormalities  (18-24  percent),  pre- 
mature atherosclerosis  (two- 14  percent),  myocardi- 
tis (three-twelve  percent),  Marfan  syndrome  (four 
percent),  aortic  valve  stenosis  (four  percent),  sig- 
nificant mitral  valve  prolapse  (two-four  percent), 
idiopathic  cardiomyopathy  (three  percent),  and 
dysrhythmias  (two  percent).5  Chest  pain  with  as- 
sociated symptoms  of  syncope  or  near-syncope, 
palpitations,  or  diaphoresis,  should  also  be  evalu- 
ated,3,7 as  should  chest  pain  in  patients  with  a his- 
tory of  congenital  heart  disease  or  a family  history 
of  sudden  death.  Many  of  the  important  cardiac 
causes  of  chest  pain  can  be  identified  by  ausculta- 
tion,3 including  aortic  stenosis,  hypertrophic  ob- 
structive cardiomyopathy,  and  mitral  valve 
prolapse.  However,  some  serious  cardiac  disease, 
such  as  myocarditis,  non-obstructive  cardiomyo- 
pathies, coronary  artery  abnormalities,  myocardial 
infarction,  and  arrhythmias,  may  not  have  any  ab- 
normal findings  on  physical  exam.  Therefore,  these 
problems  usually  require  an  electrocardiograph, 
echocardiogram,  or  other  studies  for  diagnosis.5,8,9 

Evaluation.  For  the  large  majority  of  patients, 
a thorough  history  and  physical  will  determine  the 
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etiology  and  seriousness  of  the  chest  pain.23  The 
initial  questions  should  be  directed  to  the  patient, 
while  asking  the  parents  to  delay  their  responses 
until  the  end  of  the  history.  The  history  should 
include  details  about  chest  pain  frequency,  dura- 
tion, clustering,  setting,  time  of  day,  relation  to 
meals,  relation  to  menses,  precipitating  factors, 
exacerbating  factors,  and  relieving  factors.  Any 
association  of  chest  pain  with  activity,  movement, 
rest,  body  position,  and  deep  inspiration  should  be 
noted.  The  patient  should  be  asked  about  the  pres- 
ence of  associated  symptoms,  including  palpita- 
tions, headaches,  shortness  of  breath  or  dyspnea, 
paresthesias  or  tetany  of  the  extremities,  syncope, 
near-syncope,  dizziness,  or  sensation  of  impend- 
ing doom.  The  family  history  should  include  ques- 
tions about  similar  symptoms,  as  well  as  syncope, 
arrhythmias,  sudden  death,  and  congenital  heart 
disease  (especially  hypertrophic  cardiomyopathy, 
Marfan  syndrome,  and  long  QT  syndrome).  The 
social  history  should  inquire  about  various  stres- 
sors, such  as  family  dynamics,  boyfriend  / girlfriend 
problems,  school,  extracurricular  activities,  em- 
ployment, and  social  habits  (tobacco,  drugs,  and 
sexual  activity).33  The  physical  exam  should  natu- 
rally emphasize  evaluation  of  the  cardiovascular 
and  respiratory  systems,  noting  any  murmurs, 
clicks,  rubs,  irregular  rhythm,  abnormal  pulses,  or 
changes  in  breath  sounds.  Palpation  of  the  chest, 
abdomen,  and  upper  extremities  should  be  per- 
formed, including  gentle  but  deliberate  manual 
compression  of  the  sternum  and  ribs  in  an  attempt 
to  recreate  the  pain.  Laboratory  studies  are  not 
usually  required;3  4 however,  in  patients  referred  to 
a pediatric  cardiologist  for  evaluation  of  chest  pain, 
routine  electrocardiograms  and  chest  radiographs 
have  been  shown  to  uncover  heart  disease  in  pa- 
tients not  otherwise  known  to  have  heart  disease.8  9 
Other  studies,  such  as  echocardiography,  treadmill 
stress  testing,  ambulatory  EKG  monitoring,  and 
EKG  event  recording  should  be  ordered  as  directed 
by  the  history  and  physical  exam.  These  studies 
may  be  more  informative  when  performed  in  con- 
junction with  a pediatric  cardiology  consulta- 
tion.33,9 

Treatment.  The  treatment  of  serious  problems 
usually  requires  subspecialty  referral.3  7 10  However, 
reassurance  is  the  treatment  of  choice,  once  the 
more  serious  causes  of  chest  pain  have  been  ruled 


out.23  Reassurance  requires  time,  trust,  and  the 
promise  of  further  evaluation  if  needed.  3 7 The  time 
devoted  to  an  unhurried  exam  is  not  only  likely  to 
provide  the  diagnosis,  but  is  essential  to  effectively 
reassure  the  patient  and  parents  that  the  chest  pain 
is  not  a serious  problem.  The  pain  should  be  con- 
firmed as  being  real,  but  a common  complaint  in 
young  people.  The  patients  should  be  specifically 
reassured  that  he  or  she  is  not  going  to  have  a heart 
attack  and  that  he  or  she  is  not  going  to  die.  This 
approach  is  usually  rewarded  with  a smile  of  relief 
from  both  the  patient  and  the  parents.2  7 More  de- 
tailed explanation  of  the  etiology  of  the  chest  pain 
depends  on  the  specific  diagnosis  and  the  needs  of 
the  family. 

Pharmacological  treatment  is  occasionally  in- 
dicated. In  chest  pain  due  to  anxiety,  reassurance 
and  stress  reduction  are  usually  sufficient,  but  if 
needed,  beta-blockers  are  effective  in  controlling 
the  palpitations  associated  with  anxiety.  Anti-anxi- 
ety agents  are  also  occasionally  indicated.  In  most 
cases,  at  least  several  weeks  should  be  allowed  to 
observe  the  effectiveness  of  conservative  treatment, 
prior  to  starting  any  medication.  Rarely,  referral 
for  psychotherapy  may  be  required  for  significant 
anxiety  disorders.10  In  costochondritis  and  other 
chest  wall  pain,  a prescribed  course  of  non-steroi- 
dal anti-inflammatory  agents  and  avoidance  of  the 
offending  activity  is  therapeutic. 

As  noted,  reassurance  is  the  treatment  of  choice 
for  benign  pediatric  chest  pain,  but  even  in  obvi- 
ously benign  chest  pain,  referral  to  a pediatric  car- 
diologist may  occasionally  be  necessary  to  achieve 
this  goal. 
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Palpitations,  or  the  sensation  of  some  change  in 
the  cardiac  rhythm,  are  fairly  common  sensations 
in  children.  Many  do  not  require  an  extensive  car- 
diac evaluation,  but  the  appropriate  concern  that 
palpitations  may  represent  an  episode  of  supraven- 
tricular tachycardia  (SVT),  or  even  more  impor- 
tant ventricular  tachycardia  (VT),  prompts  many 
referrals  to  the  pediatric  cardiac  specialist.  Cardiac 
consultation  is  indicated  if  the  palpitations  are  fre- 
quent, sustained  or  associated  with  other  symptoms 
such  as  chest  pain,  syncope  or  pre-syncope  (Table 
1).  Other  key  features  to  inquire  about  in  the  his- 
tory include  the  frequency,  duration,  context  (e.g.- 
exercise,  after  a dose  of  albuterol  or  ingestion  of 
caffeine),  and  any  exacerbating  or  alleviating  fac- 
tors. Particularly  important  for  sustained  palpita- 
tions are  issues  of  onset  and  termination.  A sudden 
onset  or  termination  is  more  likely  to  represent  a 
true  tachyarrhythmia,  while  a more  gradual  onset, 
and  particularly  termination,  are  more  likely  to  be 
due  to  sinus  tachycardia.  Although  a number  of 
types  of  SVT  and  VT  are  more  likely  to  occur  dur- 
ing the  catecholamine  surge  associated  with  anxi- 
ety or  exercise,  these  factors  are  most  likely  to 
cause  sinus  tachycardia,  particularly  if  the  termi- 
nation is  gradual.  A subjective  feeling  of  abnor- 
mal respirations  may  also  be  a useful  historical 
finding.  Unrecognized  hyperventilation,  a frequent 
cause  of  sinus  tachycardia,  is  common  in  children, 
especially  in  teenagers.  The  patient  may  describe 
a sensation  of  having  difficulty  with  inhalation,  but 
no  problem  with  exhalation,  and  may  not  feel  tac- 
hypneic  despite  respiratory  rates  far  above  normal. 
Dizziness,  tingling  in  the  extremities,  and  occa- 
sional peripheral  cramping  are  associated  findings. 

Most  patients  or  families  cannot  provide  a pulse 
rate  from  the  palpitation  episodes;  however,  if  the 
pulse  rate  is  known,  it  is  clearly  an  important  his- 
torical point,  since  rate  alone  may  be  diagnostic. 
Sustained  SVT  and  VT  in  children  rarely  have  a 
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rate  below  200  beats/minute,  whereas  sinus  tachy- 
cardia frequently  approaches  200  beats/minute  for 
short  periods,  particularly  in  smaller  children  dur- 
ing activity.  Rates  of  120-150  beats/minute  are  very 
common  in  children  of  all  ages.  Since  some  SVTs 
and  VTs  are  slower,  a conservative  rate  cut-off  for 
concern  is  about  150  beats/minute  resting,  in  chil- 
dren over  six  years  of  age,  and  180  beats/minute 
for  younger  children.  As  noted  above,  sustaining 
such  a rate  despite  rest  is  the  most  important  his- 
torical finding.  For  SVT,  a history  of  a pulse  which 
was  “too  fast  to  count”  is  common,  and  should 
prompt  referral. 

The  family  history  is  often  not  helpful,  but  be- 
cause arrhythmias  are  common  with  aging,  fre- 
quently there  is  a history  of  an  arrhythmia  in  a close 
relative.  It  is  important  to  differentiate  such  find- 
ings from  familial  diseases,  such  as  long  QT  syn- 
drome, arrhythmogenic  right  ventricular  dysplasia, 
arrhythmias  with  hypertrophic  cardiomyopathy, 
and  the  occasional  family  with  genetically  trans- 
mitted Wolff-Parkinson-White  (WPW)  syndrome. 
A family  history  of  sudden  unexplained  death  at 
an  age  less  than  50  years  should  always  be  investi- 
gated further.  Inquiring  about  other  recent  cardiac 
disease  in  family  members  may  be  helpful  at  un- 
covering the  role  of  anxiety  in  a child  concerned 
about  a close  relative’s  event,  but  too  young  to  un- 
derstand it. 

Evaluation.  The  physical  exam  is  frequently 
normal.  If  an  arrhythmia  is  noted,  the  pattern  and 
frequency  are  important.  Is  the  basic  rhythm  regu- 
lar, regularly  irregular,  or  irregularly  irregular?  Are 
the  irregular  beats  early  or  late?  Are  they  isolated 
beats,  or  is  there  a pattern  such  as  bigeminy  or 
trigeminy?  The  initial  work-up  need  not  be  exten- 
sive. Most  important  after  the  history  and  physical 
exam  is  documenting  the  rhythm  with  an  electro- 
cardiographic rhythm  strip  and  a 12-lead  ECG. 
This  test  can  be  performed  in  virtually  any  loca- 
tion where  the  equipment  is  available,  but  the  in- 
terpretation should  be  done  by  a pediatric  cardiac 
specialist.  Each  of  the  four  centers  in  the  Children’s 
Heart  Program  has  a physician  on  call  24  hours  a 


382 


The  Journal  of  the  South  Carolina  Medical  Association 


PALPITATIONS 


Worrisome  Signs 

Less  worrisome  signs 

Sudden  onset  / sudden  termination 

Gradual  onset  / gradual  termination 

Syncope,  dizziness,  or  chest  pain 

No  associated  symptoms 

No  history  of  hyperventilation 

History  of  hyperventilation 

Arrhythmia  on  exam 

Normal  exam 

Arrhythmia  does  not  vary  with  respiration 

Arrhythmia  varies  with  respiration  (sinus  arrhythmia) 

Abnormal  ECG 

Normal  ECG 

Table  1.  Worrisome  Signs  and  Less  Worrisome  Signs 


day  and  fax  facilities  to  receive  ECG’s.  The  nor- 
mal values  vary  with  the  age,  and  there  are  several 
features  of  pediatric  ECGs  that  can  appear  very 
abnormal  by  adult  standards,  but  may  be  quite  nor- 
mal, and  visa  versa.  Some  very  important  find- 
ings, such  as  a delta  wave  in  WPW,  can  be  very 
subtle  in  children  due  to  relatively  enhanced  AV 
node  conduction.  Unfortunately,  with  episodic 
arrhythmias  in  the  absence  of  WPW,  the  ECG  is 
almost  always  normal.  Marked  sinus  arrhythmia 
is  a common  ECG  finding  in  children  between  six 
and  21  years,  and  may  be  associated  with  a history 
of  an  irregular  pulse  detected  by  a physician  or  fam- 
ily member;  however,  the  irregularity  is  almost 
never  noted  by  the  patient  and  never  felt  as  palpi- 
tations. If  sinus  arrhythmia  explains  a noted  irregu- 
larity, no  further  evaluation  may  be  needed.  If  there 
is  another  arrhythmia,  or  if  the  ECG  is  normal  but 
the  history  or  exam  is  suspicious,  then  further  test- 
ing and  referrral  to  a pediatric  cardiology  may  be 
indicated. 

For  symptoms  which  cannot  be  explained  as 
sinus  tachycardia  or  sinus  arrhythmia,  or  docu- 
mented by  the  resting  ECG,  a more  extensive  work- 
up is  required.  The  next  step  is  to  attempt  to  capture 
the  rhythm  during  symptoms.  The  Holter  monitor 
had  been  the  test  of  choice  in  the  past,  but  for  in- 
frequent palpitations,  was  usually  normal.  The  de- 
velopment of  the  event  monitor  has  made  the 
evaluation  much  easier.  Event  monitors  fall  into 
two  broad  categories.  Both  types  are  triggered  by 
pushing  a button  when  an  event  occurs,  but  one 
called  “memory  looping”  is  worn  continuously  and 
allows  capture  of  events  preceding  the  pushing  of 
the  button,  while  the  other  type  is  placed  on  the 
body  during  symptoms  and  only  captures  the  ECG 
after  the  button  is  pushed.  After  the  patient  or  fam- 


ily member  records  the  rhythm,  the  information  is 
transmitted  over  the  phone  and  the  rhythm  strip 
transferred  to  the  physician  for  interpretation.  These 
devices  can  be  very  helpful  both  for  diagnosing  an 
abnormal  rhythm  during  these  intermittent  events 
and  in  reassuring  patients  whose  rhythm  is  normal 
during  their  events.  The  main  drawbacks  to  these 
monitors  are  that  the  patient  must  be  able  to  push 
the  button  or  at  least  communicate  that  there  is  a 
change  in  rhythm,  and  that  the  monitors  must  of- 
ten be  worn  or  carried  about  for  long  periods  of 
weeks  to  months,  a feat  which  is  beyond  the  ca- 
pacity of  most  children  or  adolescents.  Therefore, 
infants  with  possible  arrhythmias  and  very  infre- 
quent events  present  diagnostic  challenges.  Other 
non-invasive  diagnostic  tests  that  may  be  helpful 
include  echocardiography  and  exercise  stress  test- 
ing, depending  on  the  circumstances  of  the  palpi- 
tations or  other  findings. 

When  sustained  palpitations  persist,  but  cannot 
be  diagnosed  by  continuous  or  intermittent  moni- 
toring, a semi-invasive  electrophysiology  (EP) 
study  performed  with  an  esophageal  pacing  and 
recording  lead  may  be  very  helpful  to  induce  and 
document  many  forms  of  paroxysmal  S VT.  An  in- 
vasive EP  study  for  diagnosis  alone  is  only  indi- 
cated in  pediatric  patients  when  one  of  the 
following  is  true:  1)  VT  is  suspected  from  non- 
invasive  testing;  2)  syncope  was  present  with  the 
palpitations;  3)  the  palpitations  occurred  in  the  set- 
ting of  repaired  congenital  heart  disease,  or  the  most 
infrequent;  4)  sustained  palpitations  cannot  be  di- 
agnosed by  any  other  tests. 

Abnormalities  of  cardiac  rhythm  typically  fall 
into  one  of  two  categories:  disorders  of  impulse 
initiation  and  disorders  of  impulse  conduction.  Dis- 
orders of  impulse  initiation  include  premature  atrial 
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contractions,  premature  ventricular  contractions, 
and  sustained  ectopic  tachyarrhythmias.  Disorders 
of  impulse  conduction  include  the  reentry  forms 
of  tachycardia,  such  as  the  more  common  forms  of 
S VT,  atrial  flutter  and  fibrillation,  and  many  forms 
of  VT,  as  well  as  all  three  levels  of  AV  block.  The 
details  of  these  arrhythmias,  as  well  as  the  treat- 
ment choices,  are  covered  in  other  articles  in  this 
issue  and  elsewhere. 

In  conclusion,  palpitations  are  a common  com- 
plaint in  the  pediatric  population.  The  work-up 
includes  a detailed  history  and  pertinent  physical 
exam.  An  ECG  should  always  be  performed  and 
should  be  interpreted  by  a qualified  pediatric  car- 


diologists. Further  non-invasive  testing  is  often 
indicated  to  document  the  rhythm  during  symp- 
toms. In  selected  patients  the  work-up  may  be  quite 
extensive. 
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SYNCOPE:  ETIOLOGY,  MANAGEMENT,  AND 
WHEN  TO  REFER 

J.  PHILIP  SAUL.  M.D.* 


Figure  1.  Syncope  - Evaluation 


Syncope  can  be  defined  as  a temporary  loss  of 
consciousness  and  postural  tone  secondary  to  a 
lack  of  adequate  cerebral  blood  perfusion.  Clearly, 
this  definition  excludes  loss  of  consciousness  due 
to  neurologic  causes,  such  as  atonic  seizures  or 
basilar  migraines,  but  these  conditions  can  be 
eventually  differentiated  from  true  syncope  by  the 
presence  of  a strong  pulse  during  the  period  of 
unconsciousness.  In  addition,  these  causes  are  rare 
in  the  pediatric  age  group.1  Although  syncope  is 
most  often  due  to  a benign  abnormality  of  blood 
pressure  control,  even  pediatricians  must  worry 
about  it,  because  occasionally  it  is  due  to  a malig- 
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nant  cardiac  rhythm  disorder.1  To  complicate  mat- 
ters, syncope  is  extremely  common,  with  as  many 
as  15  percent  of  children  experiencing  a single  epi- 
sode before  age  18.  In  addition,  a large  number  of 
toddlers,  five  percent  in  one  study 2.  undergo  a similar 
syndrome,  commonly  called  "breath-holding  spells,’* 
during  or  after  a mildly  traumatic  event  or  tantrum. 

A great  variety  of  terms,  including  simple  faint, 
vasovagal,  vasodepressor,  and  neurocardiogenic 
syncope  have  been  applied  to  the  commonly  ob- 
served event  of  transient  loss  of  consciousness  in  a 
person  believed  to  be  otherwise  healthy.  The  cir- 
cumstances surrounding  these  events  often  include 
a recent  change  in  posture,  prolonged  standing  in  a 
single  position,  a warm  environment,  pain,  the  sight 
of  blood,  emotional  stress,  or  intense  exercise. 
Standing  in  church  is  often  a stimulus  by  combin- 
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ing  many  of  these  factors.  Patients  may  feel  weak, 
dizzy  and  diaphoretic  just  prior  to  the  event,  and 
they  usually  regain  consciousness  within  a few 
moments  of  reaching  a horizontal  position.  Because 
the  precise  mechanism  of  these  spells  has  not  been 
defined  and  may  be  variable,  we  have  chosen  to 
group  all  of  them  under  the  term  “neurally  medi- 
ated” syncope  or  presyncope.  Over  the  last  five 


years,  much  has  been  learned  about  the  more  com- 
mon forms  of  neurally  mediated  syncope.  Prob- 
ably the  most  important  breakthroughs  have  been 
derived  from  a simple  diagnostic  test,  the  tilt  test, 
which  is  able  to  reproduce  the  clinical  symptoms 
in  as  many  as  80  percent  of  patients  with  a good 
history.  Its  use  will  be  discussed  below. 

Neurally  Mediated  Syncope  - Mechanism. 
Based  on  physiological  research  in  humans  and 
animals,  as  well  as  clinical  data,  the  mechanism 
proposed  for  this  most  common  form  of  syncope 
begins  with  a normal  shift  in  central  venous  vol- 
ume from  the  thorax  to  the  lower  extremities  dur- 
ing a change  to  upright  posture.  This  shift  results  in 
deactivation  of  the  volume  receptors  in  the  atria  and 
ventricles,  reflexively  leading  to  an  increase  in  sym- 
pathetic activity  to  the  heart  and  periphery.  Most  of 
the  time,  this  increase  in  sympathetic  activity  restores 
blood  pressure  equilibrium  by  increasing  heart  rate 
and  contractility,  and  producing  venous  and  arte- 
rial vasoconstriction;  however,  occasionally  the 
increased  left  ventricular  contractility  appears  to  para- 
doxically activate  ventricular  mechanoreceptors  (C- 
fibers)  whose  central  reflex  arc  is  designed  to  prevent 
hypertension.  The  central  neural  response  leads  to  a 
sudden  withdrawal  of  peripheral  sympathetic  activ- 
ity in  the  face  of  the  fairly  marked  physiological  stress 
already  present.  The  result  is  a sudden  decrease  in 
ventricular  filling,  arterial  resistance,  and  heart  rate, 


all  producing  hypotension  and  syncope. 

Evaluation  ( Figure  1).  Even  with  the  use  of 
tilt-testing,  there  is  little  doubt  that  the  most  im- 
portant part  of  the  work-up  is  the  history  and  a basic 
physical  exam.  There  are  several  critical  points, 
the  first  of  which  is  the  presence  or  absence  of  con- 
genital, structural  or  functional  heart  disease.  If  any 
of  these  are  known  to  be  present  or  signs  of  heart 
failure  are  seen  on  physical 
exam,  neurally  mediated  syn- 
cope becomes  a diagnosis  of 
exclusion.  Otherwise^  one 
should  probe  for  the  typical 
findings  of  benign  syncope: 
precipitating  factors  as  de- 
scribed above,  a history  of  a 
recent  viral  illness,  or  a history 
of  migraines.1  An  immediate 
family  history  of  syncope  with- 
out sudden  death  is  also  found 
in  around  90  percent  of  pediatric  patients  present- 
ing with  syncope.3  Clinical  features  of  the  synco- 
pal event  which  help  differentiate  benign  vs. 
potentially  malignant  causes  of  syncope  include: 
1 ) gradual  onset  of  presyncope  with  paleness,  dia- 
phoresis and  nausea  vs.  sudden  onset;  2)  no  palpi- 
tations before  the  event  vs.  palpitations;  and  3) 
post-syncopal  lethargy  vs.  rapid  resolution,  respec- 
tively. The  one  test  which  should  probably  always 
be  performed  is  an  ECG  which  can  rule  out  or 
markedly  decrease  the  likelihood  of  many  of  the 
most  worrisome  diagnoses:  WPW  syndrome,  long 
QT  syndrome,  other  familial  arrhythmias,  heart 
block,  arrhythmogenic  RV  dysplasia,  and  hyper- 
trophic cardiomyopathy.  Other  tests  such  as  an 
echocardiogram,  which  can  rule  out  dilated  cardi- 
omyopathy, a Holter,  or  a tilt  test  are  probably  not 
very  useful  unless  the  history  is  unclear,  the  symp- 
toms occur  during  exercise,  palpitations  were  noted 
before  the  event,  or  there  are  recurrences  after  initial 
therapy  (Figure  l).4  Finally,  in  pediatric  patients,  an 
intracardiac  electrophysiologic  study  (EPS)  with  bi- 
opsy and  coronary  evaluation  is  reserved  for  pa- 
tients with  structural  or  functional  heart  disease  or 
documented  primary  arrhythmias  (Figure  1).  Since 
coronary  abnormalities  do  very  rarely  underlie  syn- 
cope in  children,  a nuclear  stress  test  may  also 
ocassionally  be  useful  in  specific  circumstances. 

Tilt  Test.  This  test  can  be  extremely  useful  to 


Non-Pharmacologic  Rx 

Pharmacologic  Rx 

• Super-hydration  (normal  salt  diet) 

• a-fludrocortisone 

• Recognition 

• beta-blockade 

• Anti-gravity  maneuvers 

• a-agonists  pseudoephedrine 

• Leg  crossing 

midodrine 

• Abdominal  contraction 

• disopyramide 

• Leg  on  stool 

• Squatting/knee-chest 

• Lying  supine 

• serotonin  reuptake  inhibitors 

Table  1.  Therapy  for  Neurally  Mediated  Syncope 
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confirm  a suspected  neurally  mediated  diagnosis, 
demonstrate  for  the  patient  what  the  symptoms  rep- 
resent. or  test  the  effectiveness  of  therapy,  but  be- 
cause of  false  negatives  and  positives5,  it  should 
probably  not  be  included  in  the  routine  work-up  of 
most  patients  (Figure  1 ).  There  are  many  tilt  meth- 
odologies. We  use  a 60-degree  head-up  tilt  for  a 
period  of  twelve  minutes,  which  may  be  repeated 
with  an  infusion  of  isoproterenol  at  0.04  mcg/kg/ 
minute.  Heart  rate,  respiration  and  non-invasive 
finger  arterial  pressure  (Finapres.Ohmeda)  are  moni- 
tored continuously.  Three  different  syncopal  re- 
sponses may  be  seen:  1 ) hypotension  without  any 
significant  change  in  heart  rate  (vasodepressor):  2) 
bradycardia  or  asystole  producing  hypotension  (car- 
dioinhibitoiy ):  and  3)  initial  hypotension  followed  by 
a subsequent  decrease  in  heart  rate  which  leads  to 
more  severe  hypotension.  Somewhat  in  contrast  to 
the  typical  view  that  these  spells  are  "vagal."  the  most 
common  responses  observed  are  numbers  1 and  3. 
both  of  which  begin  with  peripheral  vasodilation. 

Therapy.  Only  therapy  for  neurally  mediated 
syncope  or  presyncope  will  be  discussed  here,  since 
all  other  cases  will  be  diagnosis  specific.  For  the 
vast  majority  of  patients  who  have  a clear  history, 
the  triad  of  non-pharmacologic  therapy  listed  in 
Table  1 is  almost  always  adequate,  particularly  for 
patients  old  enough  to  recognize  the  onset  of 
presyncope.  To  achieve  what  I have  termed  “su- 
per-hydration."  I recommend  drinking  enough  salty 
or  sweet  liquid  without  caffeine  to  produce  color- 
less urine,  at  a frequency  of  twice  in  the  morning 
and  twice  in  the  afternoon,  rather  than  recommend- 
ing a particular  volume  of  intake  which  is  difficult 
to  maintain.  It  is  not  generally  necessary  to  recom- 
mend increased  salt  intake,  but  it  is  important  to 
rule  out  salt  avoidance  by  the  patient  or  family, 
and  to  use  at  least  a "salt  added  to  cooking"  diet. 
"Recognition"  refers  to  the  earliest  presyncope,  and 
the  “anti-gravity  maneuvers."  which  can  be  im- 
mensely effective  ( I recommend  trying  them  when 
dizzy),  came  directly  from  a severely  symptom- 
atic patient  of  a Dutch  physician.  Dr.  Wouter 
Wieling's,  who  had  autonomic  failure.6 

Pharmacologic  therapy  should  be  reserved  as 
in  Figure  1.  or  for  patients  with  continued 
presyncope  despite  nonpharmacologic  therapy 
Choices  include  the  mineralocorticoid  a- 
fludrocortisone  (Florinef.  Apothecon)  to  increase 


blood  volume.  (3-adrenergic  blockers  to  prevent 
cardiac  sympathetic  activation,  and  ct-agonists. 
such  as  midodrine  ( ProAunitine.  Roberts)  to  pre- 
vent the  initial  central  volume  drop  and  constrict 
arterioles.  One  unexpected,  highly  successful 
therapy  has  been  the  Class  I antiarrhythmic  agent 
disopyramide  (Norpace).  whose  negative  inotro- 
pic. anti-cholinergic  and  vasoconstrictive  side  ef- 
fects sometimes  produce  dramatic  improvement  in 
the  most  severe  cases. 

Summary.  .An  abnormality  of  blood  pressure 
control  is  by  far  the  most  likely  cause  of  syncope 
in  children:  however,  syncope  in  children  may  be 
due  to  primary  cardiac  dysrhythmias,  particularly 
in  the  presence  of  structural  heart  disease.  .An  ap- 
propriate work-up  should  include  an  ECG  with  a 
60-second  rhythm  strip  at  first  presentation.  Tilt 
testing  can  usually  wait  until  after  a second  occur- 
rence on  non-pharmacologic  therapy.  Patients  who 
require  more  than  a history  and  ECG  by  the  algo- 
rithm in  the  Figure  should  probably  be  referred  to 
a cardiologist  familiar  with  the  evaluation  of  syn- 
cope. The  common  form  of  neurally  mediated  syn- 
cope is  also  probably  related  to  both  breath-holding 
spells  in  toddlers2,  and  to  many  of  the  cases  of 
chronic  fatigue  syndrome." 
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SPORTS  PARTICIPATION  AND  CARDIOVASCULAR 
SCREENING 

R.  AUSTIN  RAUNIKAR,  M.D.* 


The  preparticipation  exam  has  become  an  integral 
part  of  adolescent  sports  participation.  It  may  be 
the  only  well-child  assessment  many  youths  will 
have.  The  primary  objective  of  the  preparticipation 
exam  is  to  detect  conditions  that  predispose  to  in- 
jury and  that  may  be  life-threatening  or  disabling.1 
Secondary  objectives  of  the  preparticipation  exam 
are  to  determine  general  health,  provide  counsel 
regarding  individual  health-related  issues,  and  as- 
sess physical  qualification  for  a specific  sport.1 

The  preparticipation  exam  should  strive  to  iden- 
tify cardiovascular  conditions  that  may  lead  to  in- 
jury or  death  during  sports  participation.  The  most 
common  causes  of  sudden  cardiac  death  include 
hypertrophic  cardiomyopathy,  Marfan  syndrome 
(aortic  dissection),  premature  atherosclerosis,  and 
coronary  artery  anomalies.2  3 Rarer  cardiac  causes 
include  arrhythmia,  congenital  heart  disease,  and 
acquired  heart  disease  such  as  myocarditis.3  The 
exam  should  also  determine  general  cardiovascu- 
lar health,  provide  sports-specific  counseling  for 
the  athlete  with  cardiovascular  abnormalities,  and 
when  necessary,  facilitate  further  consultation  and 
management  of  cardiovascular  concerns.4 

The  key  components  of  the  preparticipation 
exam  are  a careful  history  and  thorough  physical 
exam.1,4-5  The  history  focuses  on  past  medical  his- 
tory, current  review  of  systems,  family  history,  and 
current  drug  usage.  It  is  ideal  to  have  the  parent 
and  athlete  participate  in  answering  the  history  and 
to  review  the  answers  with  them  to  ensure  the  great- 
est accuracy  possible.  The  physician  should  ask 
pertinent  questions  not  addressed  satisfactorily  by 
the  health  questionnaire. 

Pertinent  past  cardiovascular  history  questions 
include:  Have  you  ever  been  dizzy,  passed  out, 
felt  short  of  breath,  or  had  chest  pain  during  or  af- 
ter exercise?  Have  you  ever  had  your  heart  beat 


* Address  correspondence  to  Dr.  Raunikar  at  The 
Children’s  Hospital.  Greenville  Hospital  System, 
890  West  Faris  Rd..  MMOB  Suite  550.  Greenville. 
SC  29605. 


too  fast,  too  slow,  or  irregularly  for  any  given  ac- 
tivity or  at  rest?  Have  you  ever  had  your  heart 
evaluated  by  a cardiologist?  Has  your  cholesterol 
ever  been  tested?  Do  you  tire  more  easily  than  your 
friends?  Have  you  had  a severe  viral  infection  in 
the  past  month?  Have  you  ever  been  restricted  from 
sports  participation  because  of  a heart  problem? 

Review  of  cardiovascular  symptoms  provides 
an  adjunct  to  the  past  medical  history.  It  should 
address  current  and  recent  episodes  of  tachypnea, 
dyspnea  on  exertion,  orthopnea,  chest  pain,  palpi- 
tations, irregular  heart  beat,  dizziness,  presyncope, 
syncope,  and  edema.  The  family  history  should 
primarily  focus  on  first  degree  relatives.  Questions 
for  the  family  include:  Is  there  any  history  of  chil- 
dren in  the  family  bom  with  birth  heart  defects? 
Has  anyone  in  the  family  died  before  age  50  of 
sudden  death,  heart  attack,  or  stroke?  Has  anyone 
under  age  50  had  a heart  rhythm  problem  that  re- 
quired a pacemaker  to  speed  it  up  or  medicines  to 
slow  it  down?  Have  any  family  members  been 
diagnosed  with  Marfan  syndrome,  hypertrophic 
cardiomyopathy,  prolonged  QT  syndrome,  hyper- 
cholesterolemia, or  early  hypertension? 

The  physician  should  be  aware  of  all  prescrip- 
tion and  over-the-counter  drugs  the  athlete  is  us- 
ing. Physicians  should  also  identify  illicit  dmg 
abuse.  Cocaine  and  anabolic  steroids  in  particular 
have  been  associated  with  sudden  death.  Caffeine, 
nicotine,  and  stimulants  can  alter  blood  pressure, 
heart  rate  and  level  of  hydration.  The  physician  can 
then  counsel  how  these  drugs  impact  long-term  car- 
diovascular health. 

General  inspection  of  the  body  habitus  can  aid 
in  identifying  cardiovascular  disorders  and  risk. 
For  example,  arachnodactyly,  pectus  excavatum. 
lens  dislocation,  and  limb  disproportion  may  sug- 
gest Marfan  syndrome.  Xanthomas  may  suggest 
familial  hypercholesterolemia.  Striae  and  inordi- 
nate muscle  mass  and  definition  may  suggest  ste- 
roid abuse.  The  cardiovascular  component  of  the 
preparticipation  physical  exam  can  confirm,  sup- 
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port,  or  refute  concerns  raised  by  the  history.  Ac- 
curate vital  signs  should  include  heart  rate,  respi- 
ratory rate,  and  blood  pressure.  Careful  attention 
should  be  given  to  blood  pressure  technique.  The 
patient  should  be  at  rest  and  seated.  The  cuff  should 
cover  two-thirds  of  the  upper  arm  and  wrap  around 
its  circumference  one  and  a half  times.  If  the  pres- 
sure is  elevated,  it  should  be  repeated  after  critique 
of  technique  and  several  minutes  of  rest.  If  it  re- 
mains elevated,  consider  four  extremity  blood  pres- 
sures and  further  evaluation.  Skin  should  be 
assessed  for  color  and  perfusion.  Cyanosis  and 
clubbing,  though  rare,  should  be  recognized.  Ra- 
dial and  femoral  pulses  should  be  palpated  and  be 
equal  without  delay.  Diminished  or  delayed  femo- 
ral pulses  raise  concern  of  coarctation  of  the  aorta. 
Precordial  impulses  should  be  palpated  for  inten- 
sity and  location.  Increased  intensity  or  abnormal 
location  may  represent  underlying  cardiac  disease. 
A vibration  over  the  precordium  is  called  a thrill 
and  usually  represents  significant  cardiac  disease. 
Lung  fields  should  be  auscultated  for  symmetry  of 
breath  sounds,  rales,  rhonchi,  and  wheezes.  Con- 
tinuous murmurs  in  the  lung  fields  may  represent 
a persistent  patent  ductus  arteriosus  or  other  ab- 
normal runoff.  Auscultation  of  the  heart  should  at 
least  be  performed  in  the  supine  and  sitting  posi- 
tions. Rhythm  should  be  regular.  Irregular  rhythms 
other  than  the  normal  respiratory  variation  of  si- 
nus arrhythmia  should  be  investigated  further. 

Careful  attention  should  be  given  to  the  pres- 
ence of  a systolic  click,  diastolic  gallop,  or  friction 
rub.  A systolic  click  can  occur  with  mitral  valve 
prolapse,  bicuspid  aortic  valve,  or  valvar  pulmo- 
nary stenosis.  The  second  heart  sound  should  vary 
with  respiration.  A wide,  fixed  second  heart  sound 
suggests  an  atrial  septal  defect.  The  third  (S3)  and 
fourth  (S4)  heart  sounds  may  be  found  in  normal 
individuals  but  may  represent  subtle  evidence  of 
diastolic  abnormality.  Their  presence  should  be 
correlated  with  the  remainder  of  the  exam.  A fric- 
tion rub  indicates  pericardial  inflammation. 

Murmurs  may  be  normal  or  pathologic  (Figure 
1),  which  can  often  be  determined  by  careful  as- 
sessment of  the  murmur’s  location,  timing  in  the 
cardiac  cycle,  referral  of  sound,  change  with  al- 
tered body  position,  and  correlation  with  the  re- 
mainder of  the  cardiovascular  exam.  Holosystolic, 
diastolic  decrescendo,  mid-diastolic  murmurs,  and 


systolic  murmurs  greater  than  2/6  intensity  war- 
rant further  investigation.  And  if  in  doubt,  consul- 
tation is  appropriate.  A systolic  murmur  at  the  upper 
right  sternal  border  should  be  assessed  with  the 
patient  in  the  standing  and  squatting  positions.  A 
murmur  of  hypertrophic  (dynamic)  stenosis  at  this 
location  will  increase  as  intracardiac  volume  de- 
creases - such  as  with  standing  or  a Valsalva  ma- 
neuver in  the  supine  position.  The  murmur  of 
valvar  or  discrete  subvalvar  (fixed)  stenosis  will 
increase  as  intracardiac  volume  increases  - such  as 
moving  from  standing  to  sitting  to  squatting  posi- 
tions, and  decrease  in  the  standing  position  or  with 
a Valsalva  maneuver. 

Electrocardiograms,  chest  x-rays,  echocardiograms, 
holter  monitors,  and  treadmill  stress  tests  are  not  part 
of  the  screening  preparticipation  exam.  They 
are  neither  cost-effective  nor  “diagnosis-effective,” 
independent  of  a careful  and  thorough  history  and 
physical  exam.  The  exam  may  indicate  the  use  of 
laboratory  studies  to  confirm  or  refute  specific  car- 
diovascular conditions  which  warrant  counseling, 
medical  management,  or  limitation  of  sports  par- 
ticipation. Echocardiograms  are  only  as  good  as 
the  technical  and  professional  skills  used  to  per- 
form and  interpret  them,  which  is  best  done  by  a 
physician  with  expertise  in  congenital  and  acquired 
pediatric  heart  disease.  Consultation  with  a cardi- 
ologist often  assists  judicious  selection  of  additional 
appropriate  tests  and  always  aids  in  their  interpre- 
tation. Consultation  also  allows  counseling  and 
management  for  any  identified  cardiovascular  dis- 
orders. 

The  purpose  of  the  preparticipation  exam  is  to 
identify  health  concerns  which  deserve  counsel- 
ing, medical  management,  and  in  rare  cases,  sports 
avoidance  and  restriction.  The  preparticipation 
exam  can  recognize  many  cardiovascular  abnor- 
malities and  patients  at  risk.  Additional  screening, 
counseling,  and  sports  prescription  (participation 
vs  limitation)  should  be  individualized  to  allow 
each  young  athlete  to  live  up  to  his  or  her  full  safe 
potential. 1A5-6  For  the  athlete  with  acquired  or  con- 
genital heart  disease,  this  is  often  best  done  with 
the  assistance  of  a specialist. 
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Systolic  Ejection  Murmur  (SEM) 

Left  lower  sternal  border  = 

Still’s  murmur 
Left  upper  slemal  border  = 

atrial  septal  defect,  pulmonary  stenosis,  small  patent  ductus  arteriosus, 
branch  pulmonary  stenosis,  pulmonary  flow  murmur 
Right  upper  sternal  border  = 
aortic  stenosis,  branch  pulmonary  stenosis 


Systole  Diastole 


SI  S2 


Systolic  Click  + SEM 

Apex  = 

mitral  valve  prolapse  + regurgitation 
Left  upper  sternal  border  = 
pulmonary  valve  stenosis 
Right  upper  sternal  border  = 
aortic  valve  stenosis,  bicuspid  aortic  valve 


Systole  Diastole 


SI 
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Holosystolic  Murmur 

ventricular  septal  defect 
mitral  regurgitation 
tricuspid  regurgitation 


Systole  Diastole 


SI  S2 


Continuous  Murmur 

Neck/right  upper  sternal  border  = 
cervical  venous  hum 
Peripheral  chest  = 
shunt,  collaterals 
Left  upper  sternal  border/back  = 
patent  ductus  arteriosus 


Systole  Diastole 


SI  S2 


Mid-diastolic  Flow  Rumble 

Relative  or  True  Tricuspid  Stenosis 

large  atrial  septal  defect  vs.  tricuspid  stenosis  (rare) 

Relative  or  True  Mitral  Stenosis 

ventricular  septal  defect  or  large  patent  ductus  arteriosus 
vs.  supravalvar  stenosing  mitral  ring, 
mitral  stenosis,  parachute  mitral  valve 


Systole 

Diastole 

o 

SI  S2 


Diastolic  Decrescendo  Murmur 

Along  left  sternal  border  = 
pulmonary  insufficiency 
Mid-left  sternal  border  to  apex  = 
aortic  insufficieny 


Systole  Diastole 


SI  S2 


Figure  1. 
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ACQUIRED  HEART  DISEASE  IN  CHILDREN: 
KAWASAKI  DISEASE  AND  CARDIOMYOPATHY 

HENRY  B.  WILES,  M.D.* 


Kawasaki  disease,  described  by  Dr.  Tomisaku 
Kawasaki  in  1967,  is  an  acute  febrile  illness  of 
young  children  with  a characteristic  exanthema- 
tous multi-system  presentation  and  triphasic  clini- 
cal course.  The  etiology  is  not  yet  identified  but 
most  likely  represents  an  infectious  process  which 
triggers  a generalized  immune-mediated  vasculi- 
tis. The  diagnosis  rests  on  recognition  of  the  para- 
mount clinical  features:  high  prolonged  (>  five 
days)  fever  with  four  of  the  following  five  signs: 
cervical  lymphadenopathy,  oral  mucosal  changes, 
nonpurulent  conjunctivitis,  changes  in  the  hands 
and  feet,  and  polymorphous  exanthema. 

The  most  recent  Kawasaki  disease  survey  in  Ja- 
pan reported  12,531  cases  for  the  two-year  period 
1995-1996.  The  incidence  was  105/100,000  chil- 
dren < five  years  old,  99.3  percent  of  cases  were  < 
five  years  old;  and  the  male/female  ratio  was  1 .37. 
Of  all  cases,  84.8  percent  were  typical,  3.5  percent 
were  atypical  and  1 1 .7  percent  were  suspected. 
Coronary  arteiy  involvement  occurred  in  twelve  percent. 

The  incidence  in  the  United  States  is  lower  (six- 
nine/ 100,000  children  < five  years  old)  which  rep- 
resents a different  genetic  population  and  perhaps 
under-reporting.  With  the  use  of  gamma  globulin 
therapy  (two  gm/kg  as  a single  dose  infused  over 
18-24  hrs),  the  incidence  of  coronary  artery  aneu- 
rysms has  decreased  from  20  percent  to  five  per- 
cent. There  appears  to  be  an  increasing  number  of 
atypical  or  suspected  cases.  Fatal  consequences 
remain  rare  with  an  incidence  of  approximately 
0.04  percent.  The  high  incidence  of  Kawasaki  dis- 
ease in  Japan,  and  the  high  cost  and  low  availabil- 
ity of  IV  gamma  globulin  therapy  have  led  to  not 
all  patients  receiving  IV  gamma  globulin,  as  they 
do  in  the  United  States.  Thus,  several  algorithms 
are  used  to  predict  patients  at  high  risk  for  devel- 
oping cardiac  complications.  In  the  United  States 
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this  selected  treatment  plan  has  not  yet  been 
adopted. 

Any  child  suspected  of  having  Kawasaki  dis- 
ease requires  a cardiac  evaluation.  The  evaluation 
should  include  careful  auscultation,  an  electrocar- 
diogram, platelet  count,  erythrocyte  sedimentation 
rate  (ESR),  and  echocardiogram  at  initial  presen- 
tation. High  dose  aspirin  (60-100  mg/kg/d  divided 
Q6  hr)  is  used  during  the  acute  phase,  with  low 
dose  aspirin  (five-six  mg/kg/day)  used  until  the 
platelet  count  and  ESR  return  to  normal.  An  elec- 
trocardiogram and  echocardiogram  should  be  re- 
peated at  three  weeks,  three  months  and  six  months 
unless  clinical  indications  require  more  frequent 
monitoring.  The  committee  of  the  American  Heart 
Association  which  oversees  therapy  for  Kawasaki 
disease  published  a table  for  the  long-term  man- 
agement of  patients  (see  Table  1). 

DILATED  CARDIOMYOPATHY 

Dilated  cardiomyopathy,  characterized  by  ventricu- 
lar dilation,  systolic  dysfunction,  and  signs  of  con- 
gestion, remains  a rare  but  serious  disease  in 
children.  There  are  many  known  etiologies  (Table 
2),  but  for  most  cases,  a specific  cause  is  not  iden- 
tified. When  all  cases  treated  by  the  Children’s 
Heart  Program  of  South  Carolina  (CHP-SC)  are 
considered,  approximately  1/3  resolve,  1/3  have 
continued  dysfunction  and  1/3  die.  Aggressive 
anticongestive  medical  therapy  does  appear  to  im- 
prove short-term  outcome.  Current  medical 
therapy  includes: 

• Inotropes  (digoxin) 

• Diuretics  (furosemide,  spironolactone) 

• Afterload  reducers  (ACE  inhibitors) 

• Beta  blockers  (carvedilol) 

• anticoagulants  (aspirin,  warfarin) 

• anti-inflammatory  drugs  (steroids,  gamma 
globulin) 

The  use  of  immune-modulators  (steroids  or  im- 
munoglobulin) is  still  of  unproven  benefit,  but  re- 
mains a potential  therapy.  Heart  transplantation  is 
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Table  1.  Recommendations 


Risk  level 

Pharmacologic 

therapy 

Physical  activity 

Follow-up  and 
diagnostic  testing 

Invasive  testing 

1. 

No  coronary 
artery  changes 
at  any  stage  of 
illness 

None  beyond 
initial  6 to  8 
weeks 

No  restrictions  beyond  initial  6 to  8 
weeks 

None  beyond  first  year 
unless  cardiac  disease 
suspected 

None 

recommended 

2. 

Transient 
coronary 
artery  ectasia 
that  disappears 
during  acute 
illness 

None  beyond 
initial  6 to  8 
weeks 

No  restrictions  beyond  initial  6 to  8 
weeks 

None  beyond  first  year 
unless  cardiac  disease 
suspected.  Physician 
may  choose  to  see 
patient  at  3-  to  5-year 
intervals. 

None 

recommended 

3. 

Small  to 

medium 

solitary 

coronary 

artery 

aneurysm 

3 to  5 mg/kg 
aspirin  per  day, 
at  least  until 
abnormalities 
resolve 

For  patients  in  first  decade  of  life,  no 
restriction  beyond  initial  6 to  8 
weeks.  For  patients  in  second 
decade,  physical  activity  guided  by 
stress  testing  every  other  year. 
Competitive  contact  athletics  with 
endurance  training  discouraged. 

Annual  follow-up  with 
echocardiogram  ± 
electrocardiogram  in 
first  decade  of  life. 

Angiography,  if 
stress  testing  or 
echocard  iography 
suggests  stenosis. 

4. 

One  or  more 

giant  coronary 

artery 

aneurysms, 

without 

obstruction 

Long-term 
aspirin  (3  to  5 
mg/kg  per  day)  ± 
warfarin 

For  patients  in  first  decade  of  life,  no 
restriction  beyond  initial  6 to  8 
weeks.  For  patients  in  second 
decade,  annual  stress  testing  guides 
recommendations.  Strenuous 
athletics  are  strongly  discouraged.  If 
stress  test  rules  out  ischemia, 
noncontact  recreational  sports 
allowed. 

Annual  follow-up  with 
echocardiogram  ± 
electrocardiogram  ± 
chest  x-ray  ± additional 
electrocardiogram  at  6- 
month  intervals.  For 
patients  in  first  decade 
of  life,  pharmacologic 
stress  testing  should  be 
considered. 

Angiography,  if 
stress  testing  or 
echocardiography 
suggests  stenosis. 
Elective 
catheterization 
may  be  done  in 
certain 

circumstances. 

5. 

Coronary 

artery 

obstruction 

Long-term 
aspirin  (3  to  5 
mg/kg  per  day)  ± 
warfarin.  Use  of 
calcium  channel 
blockers  should 
be  considered  to 
reduce 
myocardial 
oxygen 
consumption. 

Contact  sports,  isometrics,  and 
weight  training  should  be  avoided. 
Other  physical  activity 
recommendations  guided  by 
outcome  of  stress  testing  or 
myocardial  perfusion  scan. 

Echocardiogram  and 
electrocardiogram  at  6- 
month  intervals  and 
annual  Holter  and 
stress  testing. 

Angiography 
recommended  for 
some  patients  to 
aid  in  selecting 
therapeutic 
options.  Repeat 
angiography  with 
new-onset  or 
worsening 
ischemia. 

± indicates  wit 

l or  without. 

Adapted  from:  Dajani  AS,  Taubert  KA,  Takahashi  M,  et  al:  Guidelines  for  long-term  management  of  patients 
with  Kawasaki  disease.  Report  from  the  Committee  on  Rheumatic  Fever,  Endocarditis,  and  Kawasaki  Disease, 
Council  on  Cardiovascular  Disease  in  the  Young,  American  Heart  Association.  Circulation  1994;89:920. 
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Etiology  of  Dilated  Cardiomyopathy 

Idiopathic 

Inflammatory 

Metabolic 

Genetic 

Toxic 

PeriPartum 

Infiltrative 

Hypersensitivity 

Arrhythmogenic 

Rheumatologic 

Table  2.  Etiology  of  Dilated  Cardiomyopathy 


genetic  or  familial  origin.  From  1987  to  1998,  the  number  of 
new  cases  of  dilated  cardiomyopathy  in  South  Carolina  has 
varied.  Table  3 shows  the  number  of  children  newly  diag- 
nosed by  the  CHP-SC. 

The  presentation  of  viral  myocarditis  is  often  subtle, 
beginning  with  upper  respiratory  symptoms  or  a flu-like 
illness,  but  soon  degenerating  into  signs  of  congestive  heart 
failure.  Recognition  may  come  at  the  time  of  a chest  X- 
ray  to  rule  out  pneumonia.  If  a large  heart  is  discovered  on 
such  an  X-ray  screen,  immediate  referral  to  the  pediatric 
cardiac  specialist  is  indicated.  Cardiomyopathy  on  the 
echocardiogram  usually  leads  to  a full  diagnostic  catheter- 
ization for  hemodynamics,  coronary  angiography  and,  most 
importantly,  cardiac  biopsy.  Evidence  of  active  inflam- 
mation on  biopsy  is  treated  with  immediate  steroid  therapy. 


a viable  surgical  therapy  in  those  who  will 
not  recover.  The  timing  of  transplantation 
remains  a difficult  clinical  dilemma.  Over 
one  year  of  age,  dilated  cardiomyopathy 
is  the  most  common  indication  for  trans- 
plantation in  childhood.  National  results 
show  a 75  percent  two-year  survival,  while 
the  CHP-SC  transplant  program  currently 
has  100  percent  survival. 

The  use  of  the  polymerase  chain  reac- 
tion (PCR)  technique  has  now  substanti- 
ated the  close  involvement  of  viruses  (viral 
myocarditis)  in  the  development  of  dilated 
cardiomyopathy  in  children,  and  advanced 
molecular  techniques  have  demonstrated  that 
as  many  as  40  percent  of  cases  may  have  a 


Year 

Number  of  New  Cases  (CHP-SC) 

1987 

7 

1988 

3 

1989 

4 

1990 

10 

1991 

9 

1992 

2 

1993 

6 

1994 

0 

1995 

5 

1996 

0 

1997 

4 

1998 

6 

Table  3. 


394 


The  Journal  of  the  South  Carolina  Medical  Association 


FETAL  CARDIOLOGY 


GIRISH  S.  SHIRALI,  M.D  * 
CAROLINE  TASSEY,  R.N.,  P.N.P. 
ROGER  NEWMAN,  M.D. 


Scenario  1:  A 3.2  kg  baby  is  bom  after  an  uncom- 
plicated pregnancy.  The  mother  and  neonate  have 
an  uneventful  course.  At  one  week  of  age,  the  neo- 
nate is  taken  to  a local  emergency  room  for  tac- 
hypnea, lethargy  and  poor  color.  Evaluation 
reveals  poor  pulses  and  profound  metabolic  aci- 
dosis. A prostaglandin  infusion  is  started,  and  the 
neonate  is  transferred  to  a tertiary  center; 
echocardiography  reveals  hypoplastic  left  heart 
syndrome.  The  neonate ’s  course  is  complicated  due 
to  multi-organ  injury  sustained  during  the  initial 
period  of  hypoxemia  and  acidosis  associated  with 
the  closure  of  the  ductus  arteriosus.  The  family  is 
unprepared  for  the  life  and  death  issues  they  must 
confront. 

Scenario  2:  In  an  otherwise  uncomplicated  preg- 
nancy, prenatal  ultrasound  reveals  an 
abnormalf our- chamber  cardiac  view,  prompting 
referral  to  a pediatric  cardiologist.  Fetal 
echocardiography  at  20  weeks  of  gestation  reveals 
hypoplastic  left  heart  syndrome.  The  cardiologist 
explains  the  diagnosis  and  treatment  options  to  the 
family.  The  family  explores  various  sources  of  in- 
formation on  the  subject,  and  decides  on  staged 
surgical  repair.  As  the  delivery  date  approaches, 
the  family  returns  to  meet  with  the  cardiac 
intensivist  and  the  cardiothoracic  surgeon  who  will 
be  caring  for  their  baby,  and  have  the  opportunity 
to  tour  the  intensive  care  unit  where  their  baby 
will  be  cared  for.  Teams  from  cardiology  and  ma- 
ternal-fetal medicine  plan  the  delivery  of  the  in- 
fant at  the  tertiary  center.  Following  normal 
delivery,  a prostaglandin  infusion  is  begun  to  en- 
sure ductal  patency.  After  stabilization,  the  infant 
undergoes  the  first  stage  of  surgical  repair  at  five 
days  of  age. 


* Address  correspondence  to  Dr.  Shirali  at  Divi- 
sion of  Pediatric  Cardiology,  MUSC,  165  Ashley 
Ave.,  P.O.  Box  250915,  Charleston,  SC  29425. 


Until  just  a few  years  ago,  the  fetal  diagnosis  of 
congenital  heart  disease  was  limited  and  not  par- 
ticularly useful.  Image  quality  was  inadequate,  and 
treatment  outcomes  were  not  very  good  for  neo- 
nates with  complex  defects.  Today,  well-trained 
sonographers,  maternal-fetal  medicine  specialists 
and  pediatric/fetal  cardiologists  operate  high-reso- 
lution ultrasound  machines  to  evaluate  the  intrica- 
cies of  intra-cardiac  structure  in  utero  as  early  as 
18-20  weeks  of  gestation.1  Innovations  in  diagnos- 
tic and  surgical  technique  and  in  postoperative 
management  have  transformed  the  outlook  for  ba- 
bies bom  with  complex  heart  defects.  Complex 
structural  defects  that  were  uniformly  fatal  in  the 
recent  past  are  now  amenable  to  surgical  correc- 
tion in  the  neonatal  period  with  excellent  prospects 
for  survival.2  However,  the  results  of  neonatal  sur- 
gery and  intervention  are  linked  to  preoperative 
morbidity.  Healthy  neonates  are  probably  better 
candidates  for  surgery  than  are  those  who  have 
suffered  end-organ  injury.3'4  It  is  in  this  context  that 
the  concepts  of  fetal  diagnosis  and  the  coordina- 
tion of  subsequent  management  of  the  mother  and 
the  fetus  assume  great  importance. 

INDICATIONS  FOR  FETAL 
ECHOCARDIOGRAPHY 

A screening  fetal  ultrasound  revealing  abnormal 
heart  structure,  function  or  rhythm  is  the  most  com- 
mon indication  for  fetal  echocardiography.  A his- 
tory of  congenital  heart  defects  in  either  parent  or 
in  any  siblings  is  associated  with  an  increased  risk 
of  congenital  heart  defects  in  the  fetus.  Certain 
chromosomal  anomalies  in  the  fetus  are  associated 
with  known  cardiac  defects  ( e.g .,  trisomy  21  and 
complete  atrioventricular  canal  defect).  A mater- 
nal history  of  diabetes  mellitus  is  associated  with 
asymmetric  septal  hypertrophy  and  an  increased 
incidence  of  structural  heart  defects  (particularly 
ventricular  septal  defects  and  transposition  of  the 
great  arteries).  Maternal  systemic  lupus  erythema- 
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tosus  is  associated  with  complete  heart  block  in 
the  fetus.  Maternal  ingestion  of  certain  drugs  dur- 
ing pregnancy  may  be  associated  with  specific 
structural  defects  (e.g.,  maternal  lithium  ingestion 
is  associated  with  Ebstein’s  anomaly  in  the  fetus). 
Finally,  non-immune  fetal  hydrops  may  be  due  to 
structural  heart  defects  or  fetal  arrhythmia. 

ADVANTAGES  OF  FETAL  DIAGNOSIS 

The  greatest  direct  benefit  of  fetal  diagnosis  may 
involve  fetal  arrhythmias,  which  can  be  success- 
fully treated  in  utero.  When  fetuses  are  diagnosed 
with  structural  defects,  communication  between  the 
cardiologist,  maternal-fetal  medicine  specialist  and 
referring  obstetrician  results  in  improved  coordi- 
nation and  continuity  of  care  of  the  mother  and  the 
fetus.  The  family  has  the  time  to  marshall  their 
emotional  resources,  educate  themselves,  consider 
the  treatment  options,  and  to  prepare  for  the  neo- 
natal surgery  that  is  associated  with  real  risk. 
Planned  delivery  at  a tertiary  center  enables  in- 
utero  fetal  transport,3  which  is  safer  and  less  stress- 
ful for  the  neonate  than  is  ex-utero  transport. 
Coordinated  multi-specialty  care  is  of  particular 
importance  for  families  who  have  a fetus  with 
multiple  congenital  malformations  or  chromosomal 
anomalies. 


LIMITATIONS  AND  CHALLENGES 

While  the  resolution  of  ultrasound  equipment  to- 
day is  unsurpassed,  fetal  diagnosis  still  has  its  limi- 
tations. Accurate  delineation  of  extracardiac 
vascular  structures  (systemic  and  pulmonary  arter- 
ies and  veins)  is  beyond  the  scope  of  the  technique 
today,  and  awaits  further  technologic  advances. 
Reimbursements  are  not  commensurate  with  the 
time-consuming  effort  required  for  coordination  of 
services.  Finally,  insurance  coverage  usually  does 
not  include  the  cost  of  accommodations  for  the  fam- 
ily, thus  adding  the  threat  of  greater  financial  bur- 
dens at  a time  when  families  need  all  the  support 
they  can  get. 
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In  the  early  1990s,  the  American  Heart  Associa- 
tion presented  data  to  emphasize  the  growing  popu- 
lation of  adults  with  congenital  heart  disease.  At 
that  time  it  was  estimated  that  there  were  approxi- 
mately 500,000  adult  patients  in  the  United  States 
with  some  form  of  congenital  cardiac  malforma- 
tion. Since  the  South  Carolina  population  repre- 
sents approximately  1.4  percent  of  the  U.S. 
population,  there  should  be  at  least  5,500  adult 
congenital  cardiac  patients  in  the  state  of  South 
Carolina.  Because  of  past  surgical  successes,  this 
special  group  of  patients  is  rapidly  increasing  in 
numbers  and  complexity,  and  will  need  specialized 
care  centers  to  provide  congenital  cardiology  and 
other  support  services. 

SOUTH  CAROLINA  ADULT  CONGENITAL 
CARDIAC  POPULATION 

One  might  estimate  that  natural  survival  into  adult 
life  of  patients  bom  with  congenital  heart  disease 
might  be  as  high  as  30  percent.  The  advent  of  car- 
diopulmonary bypass  forty  years  ago  has  dramati- 
cally improved  the  survival  and  life  expectancy  of 
many  of  these  patients.  With  phenomenal  surgical 
advances,  the  current  survival  rate  of  congenital 
cardiac  patients  is  approaching  90  percent. 

Over  the  last  50  years  the  birth  rate  in  South 
Carolina  has  remained  remarkably  consistent  at 
approximately  50,000  live  births  per  year.  Presum- 
ably the  incidence  of  congenital  cardiac  malfor- 
mations has  also  been  relatively  constant  at 
approximately  one  percent  of  all  live  births.  There- 
fore, one  would  estimate  that  in  South  Carolina 
there  are  500  patients  bom  each  year  (5,000  each 
decade)  with  some  form  of  congenital  cardiac  mal- 
formation. From  these  basic  statistics,  one  could 
also  begin  to  estimate  the  number  of  surviving  con- 


*  Address  correspondence  to  Dr.  Taylor  at  Division 
of  Pediatric  Cardiology,  MUSC,  165  Ashley  Ave., 
P.O.  Box  250915,  Charleston,  SC  29425. 


genital  cardiac  patients  in  the  state  of  South  Caro- 
lina who  are  now  20  to  50  years  of  age  (Table  1). 
If  the  5,000  patients  with  congenital  cardiac  mal- 
formations bom  in  the  decade  of  the  fifties  (before 
cardiopulmonary  bypass)  had  an  estimated  survival 
of  30  percent,  they  would  yield  approximately 

1.500  patients  who  are  now  40  to  50  years  of  age. 
If  survival  for  patients  born  in  subsequent  decades 
is  assumed  to  be  50  percent  for  the  sixties  and  70 
percent  for  the  seventies,  the  estimated  total  num- 
ber of  congenital  cardiac  patients  in  South  Caro- 
lina greater  than  20  years  of  age  at  the  present  time 
would  be  7,500.  With  improved  survival  over  the 
last  20  years  to  approximately  80  percent  and  then 
90  percent  for  each  decade  (Table  1 ),  it  is  very  clear 
that  the  number  of  adults  with  congenital  disease 
who  are  alive  will  rapidly  increase.  From  these 
estimates,  it  appears  that  over  the  next  ten  years 
another  4,000  patients  will  be  added  to  the  current 

7.500  adult  patients  who  are  alive  with  congenital 
cardiac  defects. 

CONGENITAL  CARDIAC  LESIONS  IN 
ADULT  PATIENTS 

Adult  patients  with  congenital  heart  disease  are  in 
fact  survivors.  One  group  of  “natural  survivors”  is 
unrepaired,  some  with  relatively  minor  defects,  and 
others  with  irreversible  conditions  that  are  now  in- 
operable. The  other  group  of  survivors  are  those 
who  have  undergone  a surgical  procedure,  some 
who  have  only  palliative  procedures,  while  others 
have  had  a full  physiological  repair.  Because  of 
common  late  postoperative  problems,  in  particu- 
lar arrhythmias,  none  of  the  operated  patients 
should  be  considered  “cured,”  with  the  possible 
exception  of  the  most  simple  extracardiac  proce- 
dures, such  as  ligation  of  a patent  ductus  or  end- 
to-end  anastomosis  of  some  aortic  coarctations. 

Classification  of  congenital  heart  disease  was 
beautifully  described  in  a very  functional  manner 
by  Maude  E.  Abbott  in  her  Atlas  of  Congenital  Car- 
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Table  1. 


Congenital  Heart  Disease  in  South  Carolina 

Decade  of  Birth 

Current  Age  (yrs) 

% Survival 

# Adults  (>  20  yrs) 

1950-1959 

40-50 

30% 

1,500 

1960-1969 

30-40 

50% 

2,500 

1970-1979 

20-30 

70% 

3,500 

1980-1989 

10-20 

80% 

4,000 

1990-1999 

0-10 

90% 

4,500 

Bold  - current.  Not  bold  - expected  to  be  adults. 


Table  2. 

Abbott  Classification  of  Congenital  Heart  Disease 

(Order  based  on  degree  of  saturation  and  duration  of  life) 

I No  venous-arterial  connection  (strain  on  right  or  left  ventricle) 

II  Venous-arterial  connection  with  possible  “Terminal  reversal”  (Cyanose  Tardive) 

III  Venous-arterial  connection  with  “Morbus  Coeruleus”  (Maladie  bleu,  cyanosis) 


Table  3. 


Congenital  Heart  Disease  Survival 

Abbott  I and  II 

Abbott  HI 

Defects  with  expected  survival  to  adulthood 

Defects  without  expected  in  the  absence  of  surgery 

Aortic  stenosis 

Tetralogy  of  Fallot 

Pulmonic  stenosis 

Transposition  of  the  great  arteries 

Coarctation  of  the  aorta 

Truncus  arteriosus 

Atrial  septal  defect 

Single  ventricle 

Ventricular  septal  defect 

Patent  ductus  arteriosus 
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diac  Disease  published  by  the  American  Heart  As- 
sociation in  1936.  The  Abbott  classification  is 
based  upon  the  degree  of  desaturation  and  the  pro- 
jected duration  of  life  (Table  2 and  3).  Most  pa- 
tients with  “no  venous  - arterial  connection”  could 
be  expected  to  survive  into  adult  life  without  sur- 
gical intervention.  This  group  of  patients  is  repre- 
sented by  those  with  simple  obstructive  lesions  such 
as  pulmonary  stenosis,  aortic  stenosis  or  coarcta- 
tion of  the  aorta.  According  to  Abbott’s  classifica- 
tion, those  with  “venous-arterial  connection  with 
possible  terminal  reversal ” likewise  could  be  ex- 
pected to  survive  into  childhood  and  some  into 
adult  life.  These  patients  are  best  illustrated  with 
lesions  such  as  atrial  septal  defect,  patent  ductus 
and  ventricular  septal  defect.  Those  patients  with 
“venous-arterial  connection  with  morbus  coer- 
uleus  ” (cyanosis)  are  not  expected  to  survive  much 
beyond  birth  and/or  early  childhood.  Patients  in 
this  category  might  be  the  formerly  known  “blue 
baby”  represented  by  D-transposition  of  the  great 
arteries  and  tetralogy  of  Fallot. 

The  introduction  of  cardiopulmonary  bypass  and 
the  subsequent  dramatic  surgical  advances  over  the 
last  40  years  have  greatly  altered  the  survival  and 
well-being  of  patients  bom  with  congenital  heart 
disease  (Table  3).  Most  of  the  defects  listed  in 
Abbott’s  classification  I and  II  benefit  from  sur- 
gery with  a long  and  more  problem-free  life.  Those 
from  Abbott  III  did  not  survive  infancy  and  there- 
fore have  been  salvaged  by  surgical  intervention. 

The  dramatic  change  in  total  survival  in  the 
eighties  and  nineties  has  been  the  result  of  surgical 
palliation  and  then  subsequent  physiologic  repair 
of  patients  with  single  ventricle.  Even  a large  num- 
ber of  these  patients  are  currently  approaching  or 
have  reached  adulthood.  They  are  a very  complex 
group  of  patients  whose  common  expression  is  their 
functional  single  ventricle.  The  category  includes 
patients  with  tricuspid  atresia,  pulmonary  valve 
atresia  with  hypoplastic  right  ventricle,  complex 
single  ventricle,  and  hypoplastic  left  heart  syn- 
drome patients  who  have  been  palliated  with  a 
Norwood  procedure.  The  goal  in  these  patients  is 
to  ultimately  achieve  physiologic  repair  with  the 
Fontan  procedure  which  provides  a direct  connec- 


tion between  the  systemic  venous  return  and  the 
pulmonary  arteries  without  an  intervening  ven- 
tricle. The  Fontan  has  resulted  in  dramatic  im- 
provement of  both  survival  and  life  style;  however, 
these  patients  bring  a multitude  of  other  cardiac 
problems  into  their  adult  life. 

SPECIAL  PROBLEMS 

Adult  patients  with  congenital  cardiac  disease, 
whether  natural  survivors  or  surgical  survivors, 
palliated  or  physiologically  repaired,  represent  a 
complex  group  of  patients.  Socio-economically 
they  are  often  shunned  from  life  insurance  and 
health  insurance,  not  given  an  opportunity  for  equal 
employment  and  in  most  cases  do  not  have  access 
to  specialized  congenital  cardiology  cardiac  care. 
In  addition,  the  adult  female  patient  requires  spe- 
cial consideration  with  respect  to  birth  control  and 
pregnancy.  In  some  conditions  pregnancy  should 
be  avoided  completely  and  in  others  it  may  be  un- 
dertaken with  special  caution.  Both  male  and  fe- 
male adult  congenital  cardiac  patients  will  benefit 
from  appropriate  genetic  counseling,  particularly 
as  our  knowledge  in  this  area  expands  in  the  com- 
ing years. 

CARDIAC  CARE 

Like  any  other  patients,  adult  patients  with  con- 
genital heart  disease  require  the  benefits  of  stan- 
dardized health  care,  but  they  also  must  have 
available  to  them  special  care  with  respect  to  their 
cardiac  problem.  Those  physicians  providing  this 
special  care  must  have  expertise  and  knowledge  in 
the  anatomy  and  physiology  of  the  great  variety  of 
congenital  cardiac  defects,  and  the  surgery  that  has 
been  performed  on  these  patients.  Such  physicians 
represent  an  “unrecognized  subspecialty”  that 
might  appropriately  be  referred  to  as  “Congenital 
Cardiology”  that  focuses  on  the  problem  regard- 
less of  age.  Proper  care  of  these  patients  should  be 
delivered  in  a comprehensive  fashion  that  provides 
consultative  services  under  the  direction  of  a con- 
genital cardiologist  but  in  association  with  adult 
cardiologists,  family  practitioners,  internists,  ob- 
stetricians, genetic  counselors,  social  workers  and 
financial  advisors. 
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RESOURCES  FOR  FAMILIES  OF  CHILDREN  WITH 
CONGENITAL  HEART  DISORDERS 

CAROLINE  TASSEY,  R.N.,  P.N.P.* 


The  diagnosis  of  a child  with  a serious  congenital 
heart  defect  is  always  a tremendous  emotional 
stress,  and  can  be  a multi-factorial  crisis  that  af- 
fects the  entire  family.  The  family  may  lack  hu- 
man and  financial  resources,  which  adds  to  the 
emotional  burden,  particularly  if  hospitalization 
and  interventions  such  as  cardiac  surgery  are 
needed.  Although  most  families  cope  well,  access 
to  sources  of  emotional  support,  guidance  and  com- 
munity resources  increases  the  likelihood  that  the 
family  will  cope  successfully.  Following  is  a se- 
lection of  books,  videos,  support  groups  and  web 
sites  which  may  be  useful  for  families  dealing  with 
a child  who  has  congenital  heart  disease.  Informa- 
tion on  how  to  access  them  is  also  included. 

BOOKS  AND  VIDEOS  FOR  FAMILIES 
The  Heart  of  a Child:  What  Families  Need  to 
Know  about  Heart  Disorders  in  Children.  Neill 
CA,  Clark  EB,  Clark  C (1992)  Johns  Hopkins 
University  Press,  Baltimore 
Written  for  the  lay  reader;  uses  many  case  examples 
and  illustrations.  This  book  can  be  obtained 
through  local  book  stores. 

“If  Your  Child  has  A Congenital  Heart  Defect” 
(available  in  English  and  Spanish)  “Feeding  In- 
fants with  Congenital  Heart  Disease” 

These  pamphlets  are  inexpensive  and  can  be  ob- 
tained from  the  American  Heart  Association. 

The  feeding  pamphlet  was  rewritten  by  experi- 
enced pediatric  cardiology  nurses  in  1997.  Sub- 
acute bacterial  endocarditis  (SBE)  prophylaxis 
wallet  cards  can  also  be  obtained  from  the  AHA. 

For  Parents  and  Caregivers:  Your  Child  in  the 
Hospital 

What  About  Me?  When  Brothers  and  Sisters  Get 
Sick  (reading  level  grade  3-6)  Families  can  obtain 


* Address  correspondence  to  Ms.  Tassey  at  MUSC, 
165  Ashley  Ave.,  P.O.  Box  250915,  Charleston,  SC 
29425. 


these  books  from:  Association  for  the  Care  of 
Children’s  Health,  7910  Woodmont  Avenue,  Suite 
300,  Bethesda  MD  20814;  (301)  654-6549, 
acch@clark.net. 

Other  books  for  children  with  heart  defects  and 
their  siblings  include:  Cardiac  Kids;  Your  Visit  to 
the  Heart  Doctor;  There  are  Some  Things  More 
Important  than  Baseball;  and  Heart  Smart.  All 
are  grade  3-6  reading  level  and  are  available  from: 
Dayton  Area  Heart  & Cancer  Association 
120  Ziegler  St;  Dayton  OH  45402;  (937)  223-41 17. 

Many  programs  and  surgical  centers  have  their  own 
booklets,  videos,  and  web  sites  for  families.  The 
Children’s  Heart  Program  has  several  videos  that 
may  be  lent  to  families,  including  Teddy  Bear’s 
Trip  to  the  Cath  Lab.  This  one  and  others  can  be 
obtained  through  the  author  Caroline  Tassey  at  the 
address  for  correspondence  in  this  article  or  at  1- 
800-343-1983. 

SUPPORT  GROUPS  AND  WEB  SITES 
CHASER  (Congenital  Heart  Anomalies,  Support, 
Education  and  Research)  is  a national  support 
group  for  families  of  children  with  congenital  heart 
disease.  They  publish  a regular  newsletter,  hold 
educational  meetings  and  “match”  parents.  They 
also  have  a web  site  at  www.csun.edu/~hfmth006/ 
chaser  and  ean  be  reached  via  e-mail  at 
chaser@compuserve.com. 

Pediheart  is  another  website  for  families . Pediheart 
also  has  a professional  website  where  health  care 
professionals  who  manage  children  and  adults  with 
congenital  heart  disease  can  share  information 
and  seek  advice.  The  web  site  address  is 
www.pediheart.org. 

The  Children’s  Heart  Program 
(www.pediatrics.musc.edu/pedscard)  has  our  own 
parent  support  group,  Heart  to  Heart.  The  group 
meets  weekly  on  Friday  mornings  at  the  MUSC 
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Children’s  Hospital  in  Charleston.  Meetings  include 
a short  educational  component  on  topics  requested 
by  families.  Recent  topics  have  been  “Helping  your 
Child  with  Painful  Procedures”  and  “ Coping  with 
Hospitalization — Supporting  your  Family.”  Meet- 
ings are  open  to  parents  of  both  inpatients  and  outpa- 
tients. The  group  is  currently  facilitated  by  Robin 
Ohlinger  RN,  MSN,  who  can  be  reached  at  (843) 
792-5481  or  ohhngtb@musc.edu. 

Several  national  support  groups  for  individuals 
with  syndromes  commonly  associated  with  con- 
genital heart  problems.  Most  have  newsletters  and 
educational  materials. 

CHARGE  Syndrome  Foundation 

2004  Parkade  Blvd 
Columbia,  MD  65202 
(800)  422-7604 
www.chargesyndrome.org 

SADS  Sudden  Arrhythmia  Death  Syndrome 
Foundation 

(Long  QT  syndrome) 

508  E South  Temple,  Suite  20 
Salt  Lake  City,  UT  84102 
(800)  786-7723 
www.sads.org 

National  Marfan  Foundation 

382  Main  St.  Port  Washington,  NY  11050 

(518)  883-8712 

www.marfan.org 

TNSSG  Noonan  Syndrome  Support  Group 

PO  Box  145  Upperco,  MD  21 155 
(888)  686-2224 
www.noonansyndrome.org 

Turner  Syndrome  Society  of  the  US 

1313  SE  5th  St.  Suite  327 
Minneapolis,  MN  55414 
(800)  365-9944 
www.tumer-syndrome.org 

Williams  Syndrome  Association 

PO  Box  297 
Clawson,  MI  48017 


(241) 541-3630 

www.  williams  - syndrome . or  g 

PARENT-TO-PARENT  PROGRAMS 

Parent-to-Parent  programs  provide  informational 
and  emotional  support  to  parents  and  provide 
matches  with  “veteran”  parents  who  offer  individu- 
alized support.  Parent  training  and  information 
programs  can  help  parents  communicate  more  ef- 
fectively with  professionals,  participate  in  the  edu- 
cational planning  process  and  better  understand 
their  children’s  specific  needs.  Two  options  are: 

Family  Connection  of  South  Carolina 

2712  Middleburg  Drive  Suite  103B 
Columbia,  SC  29204 
(800)  578-8750 
Contact:  Connie  Ginsberg 
famcom@mindspring.com 

PRO-Parents 

2712  Middleburg  Drive  Suite  102 
Columbia,  SC  29204 
(800)  759-4776 
www.  iser.  com/pro-sc.  html 

Both  Children’s  Rehabilitative  Services  (CRS), 
Department  of  Health  and  Environmental  Control, 
and  BabyNet,  South  Carolina’s  early  intervention 
services  program,  may  be  helpful  to  families  of 
children  with  heart  disease.  The  CRS  nurse  at 
MIJSC,  Kathleen  Couturier  can  be  reached  at  (800) 
343-1983  for  a referral.  Three  advanced  practice 
nurses  work  in  the  Children’s  Heart  Program  at 
MUSC  and  are  available  to  help  coordinate  ser- 
vices, educate  and  support  families,  and  be  re- 
sources for  the  child’s  community.  All  three  can 
be  reached  at  (800)  343-1983. 

Robin  Ohlinger,  RN,  MSN 
Continuing  Cardiology  Care  Manager, 

MUSC  Children’s  Hospital 

Catherine  Rubinstein,  RN.  FNP 
Pediatric  Cardiovascular  Surgery 

Caroline  Tassey,  RN,  PNP 
Pediatric  Cardiology 
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On  we  Cover. 


PEDIATRIC  CARDIOLOGY 

Antonio  Scarpa’s  anatomical  illustration  of  the 
heart  provides  the  backdrop  of  this  issue  of  The 
Journal  devoted  to  pediatric  cardiology.  A major 
breakthrough  toward  progress  in  the  field  was  the 
discovery  of  the  stethoscope  in  1819.  Shown  on 
the  cover  is  the  contrast  or  progress  made  in 
auscultation  apparatus,  a nineteenth  century 
monaural  stethoscope  from  the  Waring  Historical 
Library  artifact  collections  and  a relatively  modem 
stethoscope.  Together,  auscultation  and  knowledge 
of  the  underlying  anatomy  are  linchpins  of  the 
evaluation  and  management  of  major  heart  disease. 

Rene-Theophile-Hyacinthe  Laennec  (1781- 
1826),  a native  of  Quimper  (Brittany),  made  his 
name  immortal  by  his  invention  of  the  stethoscope 
in  1819  (at  first  only  a cylinder  of  paper  in  his 
hands),  and  by  the  publication  of  the  two  successive 
editions  of  his  Traite  de  1’ auscultation  mediate  in 
1819  and  1826.  Laennec  put  the  diagnostic  sounds 
of  cardiac  and  pulmonary  disease  upon  a reliable 
basis.  . . d 

The  illustration  of  the  heart  comes  from  Tabulae 
nevrologicae  ad  illustrandam  historiam 
anatomicam  cardiacorum  nervorum,  noni 


nervorum  cerebri,  glossopharyngaei,  et pharyngaei 
ex  octavo  cerebri  by  Antonio  Scarpa  (1752-1832). 
The  large  folio  volume,  which  measures  27  inches 
by  20  inches,  was  published  in  1794.  The  work 
was  the  result  of  20  years  of  research.  Garrison 
and  Morton,  authors  of  the  history  of  medicine’s 
definitive  bibliographic  reference,  describes 
Scarpa’s  atlas  in  these  words:  “The  elegantly 
illustrated  anatomical  atlas  is  regarded  as  Scarpa’s 
greatest  work.  . . .He  personally  trained  Faustino 
Anderloni,  the  artist  who  made  the  drawings  and 
engraved  the  copperplates  for  Scarpa’s  books.”2 

Jane  McCutchen  Brown 
Waring  Historical  Library 
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“YOUR  VOICE  IS  OUR  POWER” 

This  year  will  be  a critical  one  for  the  SCMAA’s  involvement  with  legislative  issues.  The  legislators  at 
both  state  and  federal  levels  are  currently  debating  managed  care  reform,  patients’  rights,  scope  of 
practice,  and  antitrust  reform.  These  issues  are  crucial  to  the  health  and  well-being  of  every  American, 
and  we  encourage  everyone  to  let  your  voice  be  heard! 

Each  county  president  is  receiving  the  SCMA  Alert  to  keep  apprised  of  issues  and  decisions  important  to 
all  of  us.  It  is  our  hope  to  become  involved  in  discussing  our  position  and  concerns  with  legislators.  We 
have  encouraged  all  members  to  access  the  AMA  Grassroots  Network  at  1-800-833-6354  and  enter 
26225542623  (AMA  Alliance)  for  current  information. 

In  September,  we  will  be  meeting  with  Congressman  Floyd  Spence  to  discuss  patients’  rights  issues. 
We  have  also  planned  two  breakfast  meetings — the  first  February  24,  2000,  with  the  Women’s  Caucus 
and  the  second  on  March  9,  2000,  with  the  Black  Caucus.  Both  will  provide  a forum  for  discussion  of 
issues  and  presentation  of  our  worthwhile  projects.  We  hope  to  involve  legislative  chairpersons  from 
each  county. 

The  counties  of  Greenville,  Sumter,  Charleston,  Fexington,  and  Richland  have  planned  legislative  re- 
ceptions. These  receptions  being  planned  at  the  county  alliance  level  are  generously  subsidized  by  the 
SCMA.  This  is  keeping  with  the  AMAA  theme  of  “Your  Voice  is  Our  Power.”  We  continue  with  our 
partnership  with  the  AMA  to  promote  legislative  advocacy.  We  strive  to  educate  ourselves  and  others 
and  make  them  comfortable  in  sharing  their  views  with  our  lawmakers. 

We  can  provide  you  with  sample  letters  and  talking  points  to  use  in  your  communication  with  legisla- 
tors and  others  in  the  community.  If  you  are  not  currently  receiving  the  SCMA  Alert,  contact  Dana 
Kickey  at  1-800-327-1021,  ext.  234.  The  Alert  will  provide  you  with  weekly  updates  of  the  important 
legislation  that  is  currently  being  debated  in  Washington.  Stay  informed  and  get  involved! 


Debbie  Knight,  SCMAA  Legislative  Chairperson, 
1999-2000 
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classifieds 


ALLERGY  & IMMUNOLOGY,  CHILD  AND 
ADOLESCENT  PSYCHIATRY,  DERMATOL- 
OGY, FAMILY  PRACTICE,  ONCOLOGY, 
AND  OTOLARYNGOLOGY:  Practice  opportu 
nities  exist  in  local  medical  facilities  and  with  pri- 
vate practice  groups  in  Orangeburg  County  for  ex- 
perienced practitioners  and  graduating  residents/fel- 
lows. All  positions  include  salary  or  minimum  net 
income  guarantee  and  a relocation  allowance.  Lo- 
cated at  the  junction  of  1-26  and  1-95,  35  minutes  to 
Columbia  and  70  minutes  to  Charleston.  Area  known 
for  its  gardens,  golf,  hunting  and  fishing  (Lake 
Marion).  Achieve  financial  success  in  a non-com- 
petitive environment  while  enjoying  a superior  qual- 
ity of  life.  Contact  Dr.  Chermol,  The  Regional  Medi- 
cal Center  at  (800)  866-6045. 


BEACH  RENTAL:  In  Wild  Dunes,  Isle  of 
Palms,  SC.  Two  bedroom,  two  bath  condo,  one 
block  from  beach  and  on  golf  course.  Non-smok- 
ing, luxury  unit  with  many  extras.  Rent  directly 
from  owner  and  save  money.  For  more  informa- 
tion and  rates,  call  (413)  268-9242  or  e-mail  to 
HaiglerPMA@aol.com. 
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Matters  of  Interest 
to  South  Carolina 
Physicians.  ” 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


THIS  TIME  IT’S  REAL 

PREMIUMS  FOR  TERM  INSURANCE  ARE  GOING  UP 

For  the  last  several  years  we’ve  been  writing  about  the  impending  increase  in  the  prices  of  term  life 
insurance.  The  effective  date  of  the  legislation  that  will  cause  this  increase  was  delayed  several  times. 
Now,  it’s  definite  that  Regulation  XXX  will  be  effective  January  1 , 2000. 

No  one  knows  exactly  what  will  happen  in  the  first  quarter  of  the  year  2000  but  here’s  what  we  think  will 
occur:  Premiums  for  polices  that  are  guaranteed  for  10  years  may  be  relatively  unaffected.  Premiums  for 
longer-term  policies  (15,20,25  or  30  years)  will  be  dramatically  affected. 

We  think  there  will  be  two  types  of  term  policies  offered  for  these  longer  durations.  The  first  type  may 
offer  premiums  that  are  about  equal  to  today’s  prices  but  the  premiums  will  only  be  guaranteed  for  5 
years.  After  that,  the  insurance  company  will  have  the  right  to  increase  them. 

The  second  type  will  offer  guaranteed  premiums  for  the  full  term  period  but  the  premiums  will  be  much 
higher  than  today’s  premiums.  In  either  type,  the  result  is  the  same.  A decrease  in  the  guarantees  for 
the  policyowner  or  an  increase  in  price  if  you  want  guaranteed  premiums. 

The  prices  for  term  insurance  for  the  balance  of  1999  will  be  much  lower  than  they  will  be  in  the  year 
2000.  Right  now  is  the  time  to  review  your  term  life  insurance  to  lock  in  the  lower  rates  that  are  currently 
available.  This  is  true  even  if  you’ve  purchased  term  in  the  last  few  years  because  premiums  have 
decreased  during  that  time. 

Companies  today  offer  more  underwriting  classes  than  they  did  a few  years  ago.  At  the  beginning  of  the 
decade,  insureds  were  classified  either  as  “smokers”,  or  "non-smokers”.  Most  companies  today  offer  at 
least  “standard”  and  “preferred”  risk  classes  while  some  also  offer  a “preferred-plus"  class. 


The  insured  must  be  healthy  to  qualify  for  any  of  these  classes.  The  requirements  are  more  stringent  to 
qualify  for  preferred  rather  than  standard  and  even  more  so  to  qualify  for  preferred-plus.  Estimates  are 
that  approximately  60%  of  healthy  applicants  will  qualify  as  standard,  30%  as  preferred,  and  10%  as 
preferred-plus. 

The  following  premiums  serve  as  guidelines  for  the  various  risk  classes.  They  are  examples  only  and  do 
not  represent  any  one  company’s  products.  Premiums  are  for  $1 ,000,000  of  20-Year  Term  for  an  insured 
who  has  not  used  tobacco  for  at  least  3 years: 


UNbERWRltlNO 

CLASS  Age  40 

Age  50 

Age  60 

Standard 

$1,600 

$3,300 

$8,200 

Preferred 

$1,100 

$2,600 

$6,300 

Preferred  Plus 

$900 

$2,200 

$5,400 

These  premiums  clearly  demonstrate  the  importance  of  being  in  the  best  risk  class  for  which  you  qualify. 
Underwriting  decisions  vary,  so  an  applicant  who  is  a standard  risk  with  one  company  may  very  well 
qualify  as  a preferred  risk  with  another. 

The  advice  of  a knowledgeable  agent  who  is  familiar  with  the  underwriting  practices  of  various  companies 
is  vital  to  help  you  through  this  maze.  Be  aware  that  the  company  with  the  lowest  premium  does  not 
necessarily  offer  the  best  value.  There  are  many  factors  other  than  price  that  you  should  consider. 

Regulation  XXX  will  have  a negative  impact  on  the  pricing  and  features  of  term  policies  purchased  after 
its  effective  date.  These  higher  premiums  and/or  shorter  guarantees  make  today  the  best  time  to  re- 
evaluate your  term  life  insurance  needs.  Your  window  of  opportunity  may  be  very  short. 


Views  expressed  herein  are  those  of  the  authors  and  in  no  way  represent  SCMA.  We  do  not  give  tax  advice.  Only  your 
attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Sewing  the  members  of  the  South  Carolina  Medical  Community. 

P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 

-800-742-3669 


“ Being  a patient  advocate  is  what  being  a physician  is  all  about!’ 

Dr.  Kevin  Fullin,  Cardiologist,  Kenosha,  Wisconsin,  Member,  American  Medical  Association 


Why  would  a cardiologist  get  involved  in  the  issue 
of  family  violence?  Perhaps,  because  what  he  saw 
simply  cried  out  for  action. 

“Fully  a third  of  all  women’s  injuries  coming  into 
our  emergency  rooms  are  no  accident,”  says  Dr.  Fullin. 

While  others  were  content  to  downplay  the  issue 
of  family  violence,  Dr.  Fullin  would  not.  He  petitioned 
state  officials,  and  through  his  efforts  the  first  Domestic 
Violence  Advocate  Program  in  his  state  was  created. 

“Organized  medicine  must  serve  as  an  advocate 
for  patients,”  stressed  Dr.  Fullin. 

The  American  Medical  Association  (AMA)  couldn’t 


agree  more.  We’re  committed  to  focusing  physician 
attention  on  the  issue  of  family  violence. 

You  are  invited  to  join  Dr.  Fullin  and  to  join  with 
him  in  his  efforts  to  bring  quality  health  care  to  those  in 
need.  Become  a member  of  the  American  Medical 
Association  today. 

Members  of  the  AMA  are  encouraged  to  join  their  state,  county  and  specialty  societies. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Because  this  is  no  plao 
for  a doctor  to  operate 


To  reach  your  local  office, 
call  1-800-M4-1899. 

www.medicalprotective.com 


The  Medical  Protective  Company, 


VOLUME  95  COMMON  BREAST  PROBLEMS 

NUMBER  11  HIGH  SCHOOL  ATHLETICS 
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To  reach  your  local  office 
call  1-800-344-1899. 
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The  Medical  Protective  Company, 


South  Carolina ’s  Physicians 

make  the  Difference. 

Carolina  Medical  ReviewsM  and  the  South  Carolina  Coalition  for  Older  Adult  Immunization  needs  your  help 
to  raise  awareness  among  Medicare  patients  regarding  the  importance  of  receiving  a pneumococcal 

pneumonia  vaccination. 

Studies  show  that  an  individual  is  more  likely  to  take  advantage 
of  preventive  services  when  his/her  physician  recommends  them. 


Pneumonia 
is  a serious 
lung  disease 
that  can  be  especially 
dangerous  for  people 
age  65  and  older.  That 
is  why  almost  all  older 
adults  should  get  a 
pneumonia  shot.  Most 
people  need  only  one 
pneumonia  shot  in 
their  lifetime  but  some 
may  need  a 
second  shot. 


CO 

u 


Pneumonia  shots  are 
safe  and  they  really 
work!  Plus,  when  you 
get  a pneumonia  shot, 


Each  year  in  the  U.S.,  pneumococcal 
disease  accounts  for  an  estimated 
3,000  cases  of  meningitis,  50,000 
cases  of  bacteremia,  500,000  cases  of 
pneumonia,  and  7 million  cases  of 
otitis  media. 

Pneumococcal  infection  causes  an 
estimated  40,000  deaths  annually  in 
the  United  States,  accounting  for 
more  deaths  than  any  other  vaccine- 
preventable  bacterial  disease. 

50%  of  all  pneumococcal  deaths 
can  be  prevented  with  the  pneumo- 
coccal pneumonia  vaccination. 

Medicare  Part  B pays  for  the 
pneumococcal  pneumonia  vaccina- 
tion. 


For  free  patient  education  materials  like  the  brochure  shown  on  this  page,  contact  Carolina  Medical 

ReviewsM  at  (803)  731-8225  or  (800)  922-3089. 

This  message  is  brought  to  you  by  Carolina  Medical  ReviewsM,  a non-profit,  federally  funded  quality 
improvement/peer  review  organization,  which  serves  to  monitor  and  improve  the  quality  and  access 
of  health  care  given  to  South  Carolina ’s  Medicare  beneficiaries. 
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Advances  in 


“When  Your  Image  Counts” 


ive  dramatic  medical  presentations 
in  high-definition  clarity  with  our 
latest  line  of  ultra-portable  through  large- 
venue  digital  video  projectors.  Whether  it’s 
a team  strategy  session  or 
reaking  medical  procedures 
and  treatments,  we  have 
the  presentation  system 
to  fit  your  specific 
application.  For  an 
on-site  demonstration 
call  today. 
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★ Plasma  Displays 

★ Video  Conferencing 

★ Sales  & Rental 
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Physicians 


You’re  a successful  physician.  You’re  continually 
looking  for  new  ways  to  sharpen  your  expertise 
and  expand  your  knowledge.  If  this  describes 
you,  consider  becoming  a commissioned 
officer/physician  in  the  Air  Force  Reserve. 

Here’s  what  it  can  mean  for  you: 

• An  extra  income 

• Paid  CME  activities 

• Unique  training  in  areas  such  as  Global  Medicine 
•Travel 

• New  professional  associations 

• A commitment  of  just  one  weekend  per  month  & 
two  weeks  per  year 

The  benefits  don’t  stop  there.  Find  out  if  you 
qualify  for  up  to  $50,000  in  loan  repayment  and 
up  to  $30,000  in  bonuses! 

For  more  information,  call  1-800-257-1212. 

Or  visit  our  web  site  at  www.afreserve.com 


APN  25-901-0055 
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SCMA  TAKING  AN  IN-DEPTH  LOOK  AT  SOME  CRITICAL  ISSUES 

Your  SCMA  continues  to  monitor  those  activities  that  impact  physicians  here  in  South  Carolina  very  care- 
fully. The  leadership  of  the  SCMA  has  met  with  editorial  boards  of  several  daily  newspapers  in  the  state  to 
express  our  concerns  about  issues  such  as  the  Patients’  Bill  of  Rights,  state  Medicaid  issues,  and  the  tobacco 
settlement.  At  the  time  of  this  writing,  the  U.S.  House  of  Representatives  is  deliberating  a variety  of  bills 
concerning  the  first  issue.  The  AMA  supported  bill,  proposed  by  Representatives  Norwood  and  Dingell 
(HR.2723),  is  the  one  that  we  feel  is  best  for  our  patients.  Representatives  Graham,  Spratt,  and  Clybum 
have  signed  on  as  co-sponsors  of  this  bill.  We  need  to  thank  them  for  standing  up  for  patients’  rights. 

At  the  recent  SCMA  Board  Retreat,  several  issues  that  came  up  for  discussion  led  to  the  development  of 
three  task  forces  that  will  take  an  in-depth  look  at  some  very  critical  issues.  The  recent  evacuation  of  our 
coastal  areas  necessitated  by  Hurricane  Floyd  received  a great  deal  of  discussion.  With  highways  choked 
with  automobile  traffic,  it  is  obvious  that  it  would  be  impossible  to  evacuate  hospitals  and  nursing  facilities 
on  the  coast  by  that  route.  Therefore,  inland  hospitals  with  beds  and  resources  available  to  the  coastal  areas 
were  not  usable.  Alternative  forms  of  evacuation  must  be  considered. 

Another  area  of  discussion  centered  around  women  and  minorities  in  organized  medicine.  Today’s  medical 
school  class  has  an  average  of  40  percent  women  in  the  class;  however,  we  see  few  being  encouraged  to  take 
leadership  positions  in  medicine.  Dr.  Carol  Nichols  was  an  outstanding  president  for  our  own  association; 
Dr.  Pam  Snape  of  Greenville  has  served  as  president  of  the  S.C.  Academy  of  Family  Physicians;  and  Dr.  Nancy 
Dickey  is  the  immediate  past  president  of  the  American  Medical  Association.  It  is  obvious  that  we  need  to  do  a 
better  job  in  our  state  of  incorporating  our  women  health  professionals  into  organized  medicine. 

Also,  there  are  very  few  minority  physicians  that  belong  to  the  SCMA.  Most  African  American  physicians  in 
South  Carolina  belong  to  the  Palmetto  Medical  Society.  Dr.  Gerald  Wilson,  who  is  on  our  SCMA  Board,  has 
a leadership  role  in  that  organization.  We  need  to  work  collaboratively  with  the  PMS  so  that  we  might  draw 
on  the  strengths  of  both  organizations.  It  is  our  opinion  that  the  Women  and  Minorities  Task  Force  will  be 
extremely  important  to  the  future  of  the  SCMA. 

The  final  task  force  created  was  the  Leadership  and  Development  Task  Force.  While  some  leaders  are  born, 
oftentimes  leaders  are  developed.  It  is  our  opinion  that  we  need  to  do  more  to  help  develop  those  who  have 
the  potential  for  leadership.  Organized  medicine  can  be  a very  dynamic  force  in  physicians’  lives  if  they  give 
it  a chance.  SCMA  and  our  county  societies  will  collectively  benefit  from  this  task  force.  If  you  are  interested  in 
serving  on  any  of  these  task  forces,  please  contact  Leslie  Freeman  at  (800)  327-1021,  ext.  241.  Until  next  time. 


William  H.  Hester,  M.  D. 
President 
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MEDICAID  UPDATE 


DHHS  Family  Medicine  Advisory  Committee 
At  the  September  21,  1999,  meeting  of  the  DHHS  Fam- 
ily Medicine  Advisory -Committee,  DHHS  staff  discussed 
ways  to  decrease  the  $63  million  Medicaid  shortfall  this 
year.  Immediate  goals  include  reducing  the  rising  drug 
expenditures.  DHHS  plans  to  do  this  by  creating  a point 
of  sale  program  to  control  the  drug  quantity  dispensed, 
preventing  drug  interactions,  and  possibly  performing 
some  physician  drug  profiling.  SCMA  President  William 
Hester,  MD,  chairs  this  committee,  (see  related  article.) 

Changes  in  Medicaid  Prescription  Services 
Effective  with  prescriptions  filled  November  1,  1999,  the 
co-payment  amount  on  all  applicable  prescriptions  will 
be  $2.00  per  prescription,  up  from  the  previous  amount 
of  $1 .50.  There  are  some  exemptions  from  the  collection 
of  co-payment,  which  include  children,  family  planning 
prescriptions,  and  recipients  residing  in  long  term  care 
facilities. 

Beginning  with  dates  of  service  October  1,  1999,  the 
Medicaid  reimbursement  for  fee-for-service  pharmacy 
claims  is  based  on  average  wholesale  price  (AWP)  less 
13  percent  plus  the  dispensing  fee  of  $4.05.  Physicians 
are  reminded  to  submit  the  pharmacy's  usual  and  cus- 
tomary charge  when  billing  Medicaid. 


Home  Uterine  Activity  Monitoring  (HUAM)I Supplies 
and  Subcutaneous  Tocolytic  Therapy 
Effective  August  1,  1999,  the  South  Carolina  Medicaid 
program  began  covering  HUAM  in  conjunction  with 
Subcutaneous  Tocolytic  Therapy. 

Reimbursement  for  HUAM  in  conjunction  with  Subcu- 
taneous Tocolytic  Therapy  services  is  covered  through 
the  Department  of  Durable  Medical  Equipment  (DME). 
In  order  for  the  provider  to  be  reimbursed,  the  ordering/ 
treating  physician  must  complete  a Justification  for  Home 
Uterine  Activity  Monitoring/Supplies  and  Subcutaneous 
Tocolytic  Therapy  (form  available  through  DHHS)  certi- 
fying that  the  patient  meets  the  clinical  criteria  outlined 
below.  The  justification  form,  as  well  as  a Plan  of  Treat- 
ment (POT),  is  required  to  be  completed  at  the  time  of 
referral  and  signed  by  the  ordering/treating  physician.  The 
DME  provider  will  coordinate  the  completion  of  the  POT 
and  will  be  responsible  for  providing  weekly  reports  to 
the  physician  documenting  the  patient's  clinical  activi- 
ties. 

Clinical  Criteria 

The  patient  must  have  a gestational  age  of  at  least  24 
(see  Medicaid , page  2) 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
FAMILY  MEDICINE  ADVISORY  COMMITTEE 


The  Department  of  Health  and  Human  Services  formed 
a Family  Medicine  Advisory  Committee  in  July  1999. 
The  committee  has  met  on  two  occasions  (July  8 and 
September  21)  and  plans  to  meet  bimonthly.  The  com- 
mittee is  composed  of  15  family  physicians  from  all 
across  the  state  and  it  represents  large  and  small  com- 
munities. 

Of  major  concern  to  the  agency  is  a projected  $63  mil- 
lion state  Medicaid  shortfall.  Multiple  reasons  exist  for 
this  including:  a 37  1/2  percent  increase  in  service  de- 
livery; a 10  percent  increase  in  eligible  recipients;  a 
dramatic  increase  in  drug  costs;  and  an  enrollment  of 


over  90,000  newly  eligible  children. 

The  pharmacy  program  has  had  the  most  attention  from 
the  committee.  Drug  expenditures  have  increased  38 
percent  in  the  past  year.  Of  the  $250  million  spent  on 
all  drugs,  the  top  50  drugs  accounted  for  $80.5  million. 
The  two  strengths  of  Prilosec  (20  mg  and  40  mg)  and 
Prevacid  (15  mg  and  30  mg)  account  for  $14.5  mil- 
lion! 

Some  of  the  conclusions  reached  by  the  Advisory  are: 
(see  DHHS , page  2) 


( Medicaid , continued  from  page  1) 

weeks,  but  not  more  than  35  weeks,  and  meet  at  least 
one  of  the  following  criteria  which  necessitates  a home 
uterine  activity  monitor  and  subcutaneous  tocolytic 
therapy: 

• Has  experienced  idiopathic  pre-term  labor  that  has 
required  or  will  require  hospitalization  for  IV 
tocolytic  therapy. 

• Multiple  gestation  (three  or  more  fetuses)  that  has 
required  or  will  require  hospitalization  for  IV 
tocolytic  therapy. 

• Patient  has  uterine  anomalies  or  placenta  previa  that 
has  required  or  will  require  hospitalization  for  IV 
tocolytic  therapy. 

If  you  have  any  questions  regarding  this  service  and  its 
policy,  DME  providers  should  contact  their  program  co- 
ordinator at  (803)  898-2876.  OB-GYN  providers  should 
contact  Kimberly  Edmonds  in  the  DHHS  Department  of 
Physician  Services  at  (803)  898-2660. 


CAPSULES 

Donald  E.  Saunders , MD , of  Columbia  has  been 
named  this  year’s  recipient  of  the  prestigious  Laure- 
ate Award  from  the  American  College  of  Physicians 
- American  Society  of  Internal  Medicine,  (ACP- 
ASIM).  The  Laureate  Award  is  conferred  annually 
on  a South  Carolina  physician  who  has  demonstrated 
by  their  example  and  conduct,  an  abiding  interest  in 
quality  medical  care,  education,  or  research  in  their 
communities. 


(DHHS,  continued  from  page  1) 

1)  the  newest  drugs  are  frequently  prescribed  (and  no 
generic  exists);  2)  top  of  the  line  drugs  are  used  be- 
fore trying  older,  less  expensive,  possibly  as  effec- 
tive drugs;  3)  direct  patient  marketing  is  effective;  4) 
and  dispensing/refill  policies  (trying  to  accommodate 
the  patient  who  has  a need  for  more  than  the  usual 
four  prescriptions)  are  possibly  flawed. 

Multiple  scenarios  for  cost  control  have  been  dis- 
cussed and  put  forward  by  the  Advisory  Committee. 
The  agency  also  presented  several  plans  of  their  own 
for  discussion  and  feedback  from  the  committee. 

One  thing  for  sure  is  that  we  physicians  must  look  at 
our  prescribing  habits  and  reevaluate  them.  Do  we 
always  need  to  try  the  drugs  we  heard  about  at  the 
last  meeting  we  attended?  Can  we  use  a less  costly 
drug?  Should  we  be  more  restrictive  with  our  own 
refill  policies?  Do  we  place  patients  on  medications 
and  then  neglect  to  periodically  see  if  they  still  need 
that  medication? 

Other  items  that  have  been  discussed  and  recommen- 
dations have  been  made  by  the  committee  include:  1) 
medical  homes;  2)  the  dental  program  just  getting  un- 
derway with  good  support  from  the  South  Carolina 
Dental  Association,  and  3)  DHEC  partnerships. 

Look  for  future  updates  on  the  activities  of  this  com- 
mittee. 

— William  H.  Hester,  MD,  Chairman 


MINI  CONSULTATION  PROGRAM 
A Service  of  the  Medical  Economics  Department 


The  mini  consultation  program  was  developed  by  the  South  Carolina  Medical  Association’s  Medical  Economics 
Department  to  allow  physicians  and  their  office  personnel  to  communicate  their  problems  one  on  one.  The  SCMA 
staff  visits  county  medical  societies  across  South  Carolina  to  conduct  30-minute  consultations  for  SCMA  members 
free  of  charge.  Practices  receive  assistance  from  the  Medical  Economics  Department  in  resolving  concerns  with: 


• Billing 

• Claims  Resolution 

• Coding 

• Contracts 

• Information  Technology 


Legal  Guidance 
Legislative  Issues 
Medical  Records 
Operational/Financial  Services 
Strategic  Planning 


For  more  information  regarding  the  programs  offered  by  the  SCMA 's  Medical  Economics  Department,  please  con- 
tact Kelly  Danias  at  (803)  798-6207,  statewide  at  ( 800)  327-1021,  extension  236,  or  via  e-mail  at  kelly@scmanet.org. 
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PHYSICIANS  CARE  NETWORK  UPDATE 


Currently,  there  are  8,353  participating  physician  locations,  899  participating  ancillary  locations  and  97  partici- 
pating hospitals.  PCN  has  126  contracted  groups  with  67,185  covered  lives.  We  will  continue  to  provide 
information  as  contracts  are  received. 


NEW  GROUPS: 

• SES;  Goose  Creek;  effective  10-1-99 

• Stevedoring  Services  of  America;  Mt.  Pleasant; 
effective  10-1-99 

• AVEMCO;  effective  8-15-99 

• Reliance;  effective  8-15-99 

TERMINATIONS: 

• Checkmate  of  Aiken;  effective  7-3 1-99 

RENEWALS: 

• Conway  Hospital;  effective  9-1-99 

Please  remember  to  notify  PCN  when  you  have  a tax 
ID  number  change,  address  change,  or  when  adding  or 
terminating  a physician  from  your  group.  Early  notifi- 
cation will  ensure  accurate  claims  payment  and  provider 
directory  accuracy. 

If  you  have  any  questions  about  PCN,  please  contact 
Provider  Relations  at  (803)  771-0077,  or  statewide  at 
(888)  323-9271;  fax  (803)  771-9474. 

IMPORTANT  NOTICE:  OUR  ADDRESS  HAS 
CHANGED! 

All  PCN  Claims  should  be  sent  to: 

PHYSICIANS  CARE  NETWORK 
P.  O.  Box  101111 
Columbia,  SC  29211-1111 


Phone:  (803)771-0077 
(888)  323-9271 
Fax:  (803)  771-9474 

Send  PCN  Correspondence  to: 

PHYSICIANS  CARE  NETWORK 
121  Executive  Center  Drive 
Congaree  Building,  Suite  203 
Columbia,  SC  29210 

As  an  added  convenience,  an  updated  list  of  providers 
can  be  found  at  our  website,  www.physicianscarenet.com 

NOTE:  PCN  is  receiving  a large  volume  of  claims  that 
cannot  be  processed  due  to  missing  information.  THIS 
DELAYS  YOUR  PAYMENT!! 

Please  be  sure  to  include  the  following  Payor  In- 
formation: 

• Group  Name  & Number 

• Insurance  Company  or  TPA 

• Valid  Service  Codes 

• Accurate  Patient  Information 

PCN  CUSTOMER  SERVICE: 

Remember— since  PCN  is  NOT  an  insurance  company, 
when  you  contact  PCN  Customer  Service  regarding  claims 
status,  eligibility,  or  benefits,  you  will  be  referred  to  the 
appropriate  TPA  or  insurance  company.  PCN  is  always 
willing  to  assist  you  should  you  encounter  difficulty  with 
the  payor. 


AMA  Y2K  BOOKS 

Are  you  ready  for  Y2K?  If  you  need  help  assessing  your  readiness  for  the  Year  2000,  take  advantage  of  this  offer. 
You  can  obtain  a free  copy  of  the  American  Medical  Association’s  book,  The  Year  2000  Problem:  Guidelines  for 
Protecting  Your  Patients  and  Practice , simply  by  calling  the  Member  Services  Division  of  the  SCMA.  This  book 
outlines  the  liabilities  associated  with  the  Y2K  bug  and  how  noncompliance  may  affect  your  practice.  For  more 
information,  contact  Anne  Harvin  Gavin  at  (800)  327-1021,  extension  260. 
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MEDICARE  UPDATE 


Workshop  Schedule 

The  following  table  shows  workshops  Medicare  has  scheduled. 


2000  Updates 

December  6 

9:00  a.m.  - 12:00  p.m. 

Spartanburg** 

$20.00 
November  23 

2000  Updates 

December  7 

9:00  a.m.  - 12:00  p.m. 

Greenville** 

$20.00 
November  23 

2000  Updates 

December  8 

9:00  a.m.  - 12:00  p.m. 

Columbia** 

$20.00 
November  23 

2000  Updates 

December  9 

9:00  a.m.  - 12:00  p.m. 

Orangeburg** 

$20.00 
November  23 

2000  Updates 

December  13 

9:00  a.m.  - 12:00  p.m. 

Beaufort** 

$20.00 
November  30 

2000  Updates 

December  14 

9:00  a.m.  - 12:00  p.m. 

Charleston** 

$20.00 

November  30 

2000  Updates 

December  15 

9:00  a.m.  - 12:00  p.m. 

Florence** 

$20.00 

November  30 

2000  Updates 

December  16 

9:00  a.m.  - 12:00  p.m. 

Myrtle  Beach** 

$20.00 
November  30 

If  you  are  interested  in  attending  a Medicare  workshop,  please  refer  to  the  October  1999  Medicare  Advisory  for  a 
registration  form. 


Submitting  and  Processing  Claims  in  the  Year  2000 

Claims  with  Year  2000  Service  Dates.  Beginning  January  1,  2000,  you  may  file  claims  as  usual,  but  Medicare 
contractors  will  hold  all  claims  with  dates  of  service  of  January  1 or  later  until  January  17  in  order  to  correctly  apply 
the  year  2000  payment  and  other  annual  updates,  including  any  changes  in  beneficiary  coinsurance  and  deductibles. 
You  will  not  need  to  take  any  action,  other  than  submitting  a millennium  compliant  claim,  to  receive  the  correct 
payment  amount. 

By  law,  electronic  clean  claims  must  be  held  for  at  least  14  calendar  days  but  no  longer  than  30  calendar  days  before 
payment  can  be  made.  The  period  of  time  from  receipt  of  year  2000  claims  will  count  toward  these  requirements. 
Beginning  on  January  17,  all  claims  for  services  in  the  year  2000  will  be  released  for  processing,  and  claims  are 
expected  to  be  finalized  for  payment  very  quickly.  Therefore,  holding  claims  with  year  2000  service  dates  until 
January  17  should  only  minimally  affect  their  date  of  payment,  if  at  all  (because  of  the  statutory  requirement  to  hold 
claims  payment  for  at  least  14  calendar  days). 

Claims  With  Service  Dates  Prior  to  Year  2000.  From  January  1 until  17,  claims  having  dates  of  service  only 
occurring  during  the  calendar  year  1999  or  a previous  year  will  continue  to  be  processed  and  paid  using  the  appropri- 
ate payment  rates.  However,  because  of  the  way  Medicare's  system  functions,  any  claim  received  from  January  1 
until  January  17, 2000,  that  includes  services  occurring  during  calendar  year  2000  and  previous  years  will  be  held  in 
its  entirety  until  January  17.  If  you  have  a claim  with  dates  of  service  occurring  both  in  2000  and  in  a previous  year, 
you  should  send  in  two  separate  claims. 

For  More  Information 

Please  feel  free  to  contact  Medicare  for  more  information  about  this  article  or  about  Y2K  issues  in  general  at  (803) 
788-5568.  You  can  find  Y2K  information  on  their  website  at  www.pgba.com.  Click  on  the  blinking  red  Year  2000 
button  on  their  home  page  to  go  straight  to  the  Y2K  information. 


MARK  YOUR  CALENDAR 

The  SCMA’s  Annual  Meeting  and  Scientific  Assembly  is  scheduled  for 
April  27-30,  2000,  at  the  Charleston  Place  Hotel,  Charleston,  South  Carolina. 
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COMMON  BREAST  PROBLEMS:  DETECTION  AND 
MANAGEMENT 

D.  G.  ASKINS,  JR.,  M.  D.* 


OBJECTIVE 

The  primary  care  provider  is  not  infrequently  con- 
fronted by  patients  with  breast  problems,  real  or 
imagined,  that  tax  his  (or  her)  diagnostic  acumen 
as  well  as  self-confidence.  The  provider  who  con- 
fidently tells  a patient  that  a palpable  solid  mass  is 
benign  based  on  physical  examination  findings  has 
a self-assurance  exceeded  only  by  foolishness.  To 
misdiagnose  a lesion,  either  as  benign  or  malig- 
nant, is  a wake-up  call,  frequently  a disaster  for 
the  patient  and  a possible  legal  nightmare  for  the 
provider.  This  paper  will  attempt  to  outline  a guide 
for  the  management  of  the  more  common  breast 
problems  as  well  as  to  aid  in  the  early  diagnosis  of 
breast  cancer. 

INTRODUCTION 

In  1994,  183,000  new  breast  cancers  were  diag- 
nosed and  46,300  women  died  from  this  disease. 
One  in  eight  women  will  develop  breast  cancer  by 
the  age  of  85.  Even  though  the  incidence  and  risk 
of  developing  breast  cancer  has  been  increasing 
over  the  last  few  decades,  probably  due  to  increased 
surveillance,  the  mortality  rate  has  remained  fairly 
constant.1  In  the  early  1990s,  a gene,  BRCA1, 
which  confers  a high  risk  of  breast  and  ovarian 


* Address  correspondence  to  Dr.  Askins  at  Dept,  of 
Clinical  Services,  College  of  Health  Professions, 
MUSC,  165  Cannon  St.,  Suite  403,  P.O.  Box 
250856,  Charleston,  SC  29425. 


cancer,  was  detected  on  chromosome  17.  Though 
the  presence  of  this  gene  may  be  suspected  with  a 
strong  family  history  of  breast  cancer,  the  exam- 
iner must  remember  that  approximately  90  per- 
cent of  cases  do  not  have  a genetic  predisposition.2 
It  is  only  one  (though  a powerful  one  when  present) 
of  several  risk  factors  that  should  be  considered  in 
the  routine  screening  of  women  for  breast  cancer. 

RISK  ASSESSMENT 

1 . Age  - The  risk  of  breast  cancer  increases  with 
age. 

2.  Family  history  - The  presence  of 
premenopausal  breast  cancer  in  a first  degree 
relative  (mother,  daughter,  sister)  confers  a 
greater  risk  to  the  patient. 

3.  Previous  history  of  breast  cancer  - In  a 
patient  with  a history  of  positive  breast  biopsy, 
the  risk  of  developing  a new  primary  cancer  of 
the  breast  increases  each  year. 

4.  Child  birth  - A nulliparous  woman  or  child 
birth  after  age  35  carries  an  increased  risk  of 
breast  cancer. 

5.  Menstrual  history  - Menarche  before  age  12 
or  menopause  after  age  50  increases  the  risk 
of  breast  cancer. 

6.  Exercise  - Regular  exercise  at  a young  age 
decreases  the  risk  of  breast  cancer.3 

7.  Nutrition  - Nutrition  and  lifestyle 
modifications  that  improve  insulin  sensitivity 
may  reduce  breast  cancer  risk.4 
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8.  Obesity  - Being  overweight  appears  to  be 
associated  with  a higher  risk  of  post- 
menopausal breast  cancer  in  most  studies. 
Conversely,  obesity  appears  to  be  slightly 
correlated  with  a decreased  risk  of  breast 
cancer  in  pre-menopausal  women.5 

SYMPTOM  ASSESSMENT 

The  provider  should  inquire  as  to  the  following 
symptoms,  particularly  in  association  with  the 
menstrual  period. 

1 . Breast  or  axillary  lump 

2.  Breast  pain  or  tenderness 

3.  Skin  changes  such  as  erythema,  dimpling  and 
ulceration 

4.  Nipple  discharge,  scaling,  and  retraction 

PHYSICAL  EXAMINATION 

The  breasts  should  be  examined  in  both  the  su- 
pine and  upright  position.  Dimpling  may  fre- 
quently be  noted  only  with  the  patient  upright.  The 
presence  or  absence  of  any  skin  or  nipple  changes 
should  be  noted.  The  breast  should  be  examined 
in  an  unhurried  manner,  by  quadrants,  gently  milk- 
ing each  quadrant  toward  the  nipple.  Each  nipple 
should  be  squeezed  to  examine  for  the  presence 
of  discharge.  Palpable  masses  should  be  noted, 
including  consistency,  size  (measured),  mobility, 
attachment  to  skin,  tenderness,  and  location.  Both 
axillae  should  be  examined,  describing  any  pal- 
pable nodes.  Menstrual  timing  of  the  examina- 
tion and  positive  and  negative  findings  should  be 
documented. 

SCREENING  PROCEDURES 

Breast  Self-Examination: 

The  role  of  self-examination  of  the  breast  is  prob- 
ably not  as  important  as  once  thought.  Holmberg, 
et  al,  in  a study  of  548,000  women  over  13  years, 
concluded  that  breast  self-examination  was  unre- 
lated to  breast  cancer  mortality.6  The  U.S.  Pre- 
ventive Services  Task  Force  came  to  the  conclusion 
“given  the  present  state  of  knowledge a rec- 

ommendation for  or  against  inclusion  of  teaching 
breast  self-examination  during  the  periodic  health 
examination  cannot  be  made.”7  Some  patients,  in 
the  experience  of  the  writer,  become  obsessed  with 
self-examination  particularly  after  a relative  or 


close  friend  is  diagnosed.  They  will  carry  self-ex- 
amination to  an  extreme,  resulting  in  trauma  and 
tenderness  to  the  breast.  Therefore,  self-examina- 
tion should  not  be  emphasized.  If  done,  it  should 
be  limited  to  once  a month,  seven-nine  days  after 
menses. 

Physical  Examination: 

Breast  examination  should  be  part  of  the  annual 
health  maintenance  examination  after  age  30.  This 
is  a personal  preference  of  the  writer.  Some  rec- 
ommend starting  as  late  as  age  50. 7 Clinical  ex- 
amination of  the  breast  should  be  done  in 
conjunction  with  screening  mammography. 

Screening  Mammography: 

In  1997  the  American  Cancer  Society  Guidelines 
were  revised  and  now  recommend  mammography 
annually  starting  at  age  40  instead  of  age  50.8  Pre- 
viously, the  benefit  to  this  age  group  (40-49)  had 
been  questioned  and  remains  somewhat  controver- 
sial. However,  recent  studies  indicate  a one  in  66 
risk  of  developing  breast  cancer  in  this  age  group. 
A meta-analysis  of  eight  randomized  clinical  trials 
yielded  a significant  ( 1 8 percent)  reduction  in  mor- 
tality with  mammography  screening.  Also,  no  age 
is  specified  at  which  screening  should  be  termi- 
nated. Routine  mammography  earlier  than  age  30 
is  non-productive  because  of  the  rarity  of  cancer  in 
this  age  group  and  the  density  of  the  breasts. 

EVALUATION  AND  MANAGEMENT  OF 
PALPABLE  MASSES 

Discrete  palpable  masses  must  be  carefully  evalu- 
ated. Cystic  masses  are  almost  always  benign  and 
can  be  managed  by  aspiration.  The  fluid  should  be 
clear  or  cloudy  and  there  should  be  no  residual  mass 
after  aspiration.  If  the  mass  does  not  completely 
disappear  or  is  present  at  follow-up  examination  or 
if  the  fluid  is  bloody,  the  patient  should  be  referred 
to  a surgeon  for  excision.  Fluid  that  is  bloody  should 
be  sent  for  cytology;  others  may  be  discarded. 

A patient  with  a solid  palpable  mass  must  have 
cytologic  examination  and  should  be  referred  to  a 
surgeon.  Mammography  is  indicated,  not  to  deter- 
mine the  characteristics  of  the  mass  so  much  as  to 
evaluate  the  remaining  breast  on  the  affected  side 
and  also  the  other  breast.  A normal  mammogram 
does  not  eliminate  need  for  further  evaluation  of  a 
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AMERICAN  COLLEGE  OF  RADIOLOGY 
CATEGORIES  OF  MAMMOGRAPHY  RESULTS 

0 

Assessment  is  incomplete:  additional  imaging  evaluation  needed 

1 

Negative  finding 

2 

Benign  finding 

n 

3 

Probably  benign  finding:  short  follow-up  interval  suggested 

4 

Suspicious  abnormality":  biopsy  should  be  considered 

5 

Highly  suggestive  of  malignancy:  appropriate  action  should  be  taken 

Table  1.  Information  from  American  College  of  Radiology 


clinically  suspicious  mass.  MRIs  are  currently  in- 
dicated only  when  implants  are  present,  usually  to 
determine  if  there  is  rupture.  The  usefulness  of 
CAT  scans  has  not  been  determined. 

Fine-needle  aspiration  may  be  performed  at  the 
time  of  discovery.  False-positive  and  false-nega- 
tive rates  are  dependent  upon  the  technical  quality 
of  the  aspirate  and  the  experience  of  the  patholo- 
gist interpreting  the  slides.  If  findings  are  equivo- 
cal. open  biopsy  is  indicated.  False  negative  rates 
for  stereotactic  needle  biopsies  are  also  significant.9 

Fibroadenomas  usually  have  a firm,  rubber}" 
feel,  and  are  non-tender,  discrete  and  mobile.  They 
usually  occur  in  younger  females,  most  often  in 
their  teens.  Treatment  for  fibroadenomas  involves 
elective  surgical  excision  or  careful  follow-up.  es- 
pecially when  diagnosis  is  confirmed  by  biopsy. 
The  patient  should  be  made  aware  that  rarely  ma- 
lignancy may  be  associated  with  fibroadenomas. 

Vague  nodularities  may  be  quite  disconcerting 
to  some  patients.  These  are  frequently  noted  in  the 
premenstrual  phase,  may  or  may  not  be  tender  and/ 
or  bilateral.  The  breast  should  be  examined  in  the 
post  menopausal  phase.  Even  if  diffuse  and  poorly 
defined,  if  the  nodularities  persist,  mammograms 
are  usually  indicated  and  may  relieve  some  of  the 
anxiety  of  the  patient  and  the  examiner.  However, 
with  persistence  throughout  the  menstrual  cycle  and 
a presence  noted  after  several  bimonthly  or  quarterly 
checks,  referral  to  a surgeon  is  usually  indicated. -,J 


E VALUATION  AND  MANAGEMENT  OF 
NONPALPABLE  MAMMOGRAPHIC 
ABNORMALITIES10 

The  categories  of  mammography  results  specified 
by  the  .American  College  of  Radiology  are  shown 
in  Table  l.11  The  patient  should  be  referred  to  a 
surgeon  if  results  are  reported  as  category  four  ( sus- 
picious abnormality)  or  five  (highly  suggestive  of 
malignancy).  If  further  studies  are  recommended, 
they  should  be  completed  before  referral  as  some 
equivocal  results  may  be  resolved  by  a more  com- 
plete radiological  work-up.  If  category  three  (prob- 
ably benign:  short  follow-up  interval  suggested)  is 
reported  the  lesion  has  no  more  than  a two  percent 
chance  of  being  malignant.  Further  careful  physi- 
cal examinations  will  determine  the  need  for  re- 
peat mammograms. 

There  is  a very  low  but  possible  risk  of  a de- 
layed diagnosis  of  cancer  in  these  patients  and  they 
should  be  so  informed.  If  unwilling  to  accept  this 
risk  or  if  a high-risk  patient,  she  should  be  referred 
to  a surgeon. 

Nonpalpable  cysts  discovered  by  mammogra- 
phy need  not  be  aspirated  if  confirmed  as  a simple 
cyst  by  ultrasound. 

BREAST  PAIN12 

Mastalgia  is  one  of  the  most  common  breast  com- 
plaints causing  women  to  seek  medical  attention. 
The  most  common  type  of  breast  pain  is  associ- 
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ated  with  the  menses,  occurring  premenstrually. 
This  pain  is  usually  vague,  bilateral  and  cyclic.  The 
only  drug  approved  by  the  Food  and  Drug  Admin- 
istration is  the  antigonadotropin,  danazol 
(Danocrine).  The  side  effects  are  significant  and  it 
is  only  recommended  for  the  most  severe,  disabling 
type  of  pain. 

Breast  pain  may  infrequently  be  associated  with 
cancer  or  benign  cysts.  Fibrocystic  disease  is  an- 
other common  cause  of  breast  pain.  Histopatho- 
logically  this  is  manifest  by  fibrosis,  cyst  formation, 
epithelial  hyperplasia  and  adenosis.  Nonproliferative 
lesions  are  associated  with  no  increase  in  the  risk 
of  breast  cancer  and  account  for  70  percent  of  the 
cases.  Hyperplasia  is  present  in  26  percent  and,  if 
present,  doubles  the  risk  of  breast  cancer.  Atypi- 
cal hyperplasia  is  present  in  only  four  percent  and 
the  relative  risk  of  cancer  is  four.  These  patients 
should  be  informed  of  the  increased  risk  and  should 
be  followed  with  twice-yearly  clinical  exams. 

Mastoplasia  with  fibrocystic  disease  can  usu- 
ally be  managed  with  the  use  of  a supportive  bra 
and  NS  AIDS.  Diuretics  and  oral  contraceptives 
may  help.  Dietary  measures,  such  as  reduction  in 
caffeine,  salt  and  chocolate,  have  no  proven  scien- 
tific basis  but  seem  to  offer  some  relief  to  many 
patients.  If  pain  persists,  surgical  removal  may  be 
a last  recourse. 

NIPPLE  DISCHARGE:9 

Nipple  discharge  is  frequently  seen  in  healthy 
women.  Yellow,  green  and  milky  discharges  are 
not  indicative  of  breast  malignancies.  The  latter, 
galactorrhea,  is  usually  bilateral  and  may  be  dis- 
tinguished from  physiologic  changes  by  the  pres- 
ence of  fat  under  the  microscope.  Hypothyroidism, 
chest  trauma  and  certain  pharmacologic  agents  may 
be  the  cause.  Prolactin  levels  should  be  checked 
and  if  significantly  elevated,  a MRI  scan  of  the  head 
should  be  obtained  to  rule  out  a pituitary 
prolactinoma. 

Discharge  that  is  bloody,  watery,  sticky  or  uni- 
lateral, especially  when  confined  to  one  duct,  may 
be  a sign  of  cancer  and  should  be  further  evalu- 
ated. Cytologic  analysis  is  rarely  useful  and  not 
cost  effective. 

Crusting  or  erosion  of  the  nipple  may  indicate 
Paget’s  disease  and  warrants  referral  to  a surgeon. 


BREAST  INFECTIONS 

Breast  infections  are  most  often  seen  with  engorge- 
ment of  the  breast  such  as  in  periods  of  weaning. 
These  should  be  treated  with  antibiotics,  warm 
soaks  and  drainage  if  abcess  is  formed.  Cellulitis 
of  the  breast  that  persists  in  spite  of  antibiotic 
therapy  suggests  inflammatory  carcinoma  and 
should  be  biopsied. 

SUMMARY 

Current  guidelines  and  techniques  for  cancer 
screening  are  presented.  Assessment  of  risk  fac- 
tors and  significant  physical  and  historical  find- 
ings are  discussed.  Management  of  the  more 
common  breast  problems  is  outlined.  The  primary 
care  provider  is  left  with  the  following  thoughts 
(suggestions): 

1 . If  a patient’s  worries  or  concerns  are  not 
relieved  by  a negative  work-up,  a second 
opinion  should  be  sought. 

2.  80  percent  of  the  women  with  breast  cancer 
have  no  identifiable  risk  factors! 

3.  High-risk  patients  should  have  increased 
surveillance  or  referral  to  a cancer  specialist. 

4.  Any  palpable  solid  or  suspicious  mass  should 
be  evaluated,  even  with  a normal  mammogram. 
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HEALTH  CARE  COVERAGE  OF  HIGH  SCHOOL 
ATHLETICS  IN  SOUTH  CAROLINA:  DOES  SCHOOL 
SIZE  MAKE  A DIFFERENCE? 


PETER  J.  CAREK,  M.D.,  M.S.* 
JARED  DUNN 

ALEXANDER  HAWKINS,  A.T.C. 


INTRODUCTION 

The  incidence  of  injury  to  athletes  participating  in 
interscholastic  sports  has  been  extensively  exam- 
ined.112 The  injury  rate  among  high  school  ath- 
letes, especially  football  players,  varies  in  the 
literature  from  21  percent  to  50  percent,  with  oc- 
casional catastrophic  events  reports.1'3’5  7 Though 
most  of  the  injuries  occur  during  practice,  partici- 
pation in  games  exposes  the  athlete  to  the  highest 
risk  of  injury  per  unit  time. 

Despite  this  apparently  high  injury  rate,  medi- 
cal coverage  available  to  these  athletes  is  often  not 
immediately  present  during  practice  and  games. 
With  this  minimal  amount  of  coverage,  concerns 
regarding  prompt  and  proper  treatment  and  reha- 
bilitation of  injuries  arise.  Several  surveys  have 
been  published  that  include  information  on  vari- 
ous aspects  of  high  school  sports  injuries  and  health 
care  coverage  of  interscholastic  athletic  events, 
particularly  football  games.12 19  Depending  upon 
the  enrollment  number  and  state,  between  27  per- 
cent and  82  percent  of  high  schools  report  not  hav- 
ing a physician  present  during  high  school  football 
games.13’ 1719  Family  physicians  and  orthopedic  sur- 
geons are  medical  specialties  most  often  identified 
as  serving  as  team  physicians.18- 19  Furthermore,  ba- 
sic medical  equipment,  recording  and  tracking  sys- 
tems for  athletic  injuries  are  often  lacking. 

The  purpose  of  the  present  study  was  to  exam- 
ine the  current  conditions  of  health  care  coverage 
and  delivery  to  the  football  program  and  associ- 
ated athletic  departments  in  the  public  and  private 
high  schools  in  South  Carolina.  Additionally,  the 
relationship  between  student  enrollment  and  medi- 


*  Address  correspondence  to  Dr.  Carek  at  MUSC, 
Dept,  of  Family  Medicine,  171  Ashley  Ave., 
Charleston,  SC  29426. 


cal  coverage  was  examined. 

METHODS 

A questionnaire  was  developed  by  members  of  the 
MUSC  Sports  Medicine  Program  and  was  based 
upon  similar  previously  used  instruments.  The 
survey  contained  questions  regarding  the  number 
of  students,  physicians,  and  trainers, 
preparticipation  physical  examinations,  injury  data 
collection,  and  follow-up  care  of  the  injured  ath- 
letes. Additionally,  information  pertaining  to  game 
equipment,  game  coverage,  and  injury  litigation 
was  requested. 

A list  of  the  high  school  athletic  directors  with 
their  corresponding  addresses  and  telephone  num- 
bers and  other  demographic  information  regard- 
ing specific  high  schools  was  obtained  through  the 
South  Carolina  High  School  League  and  the  South 
Carolina  Independent  School  Association.  The 
questionnaire  was  sent  with  a cover  letter  to  the 
athletic  directors  of  high  schools  with  an  interscho- 
lastic football  program.  The  cover  letter  contained 
the  statement  detailing  the  current  study,  includ- 
ing specific  aims,  methods  and  confidentiality.  The 
athletic  director  was  asked  to  complete  this  ques- 
tionnaire or  assign  it  to  an  appropriate  high  school 
staff  person.  Using  the  self-addressed  stamped 
envelope  provided,  the  completed  questionnaires 
were  returned  and  the  information  provided  was 
entered  into  an  electronic  data  base. 

Descriptive  statistics  were  used  to  characterize 
and  summarize  the  data  obtained.  The  informa- 
tion was  then  analyzed  using  the  Epi-Info  statisti- 
cal program  and  examined  for  significant 
differences  between  subjects  based  upon  gender 
and  race.  Analysis  was  completed  using  a chi- 
square.  Significance  was  defined  as  p<0.05  level 
of  confidence.  To  examine  the  relationship  between 
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Number  of  schools  (%) 

Football  team  physician(s)  identified 

91  (67) 

Specialties  represented  by  team  physician 

Family  Practice 

49  (54) 

Internal  Medicine 

10(11) 

Orthopedics 

57  (63) 

Pediatrics 

2 (2) 

Team  physicians  compensated 

0 (0) 

Football  athletic  trainer 

75  (55) 

Medical  personnel  available  to  evaluate  and  treat  female  athletes 

81  (89) 

Table  1.  Medical  personnel  identified  by  SC  high  school  athletic  departments. 


medical  coverage  and  school  enrollment,  the 
schools  were  divided  into  quartiles  based  upon  to- 
tal enrollment. 

RESULTS 

Of  the  235  questionnaires  sent,  135  (57  percent) 
were  returned  completed.  The  average  enrollment 
of  the  responding  schools  was  890  (range:  45- 
2,970)  students. 

As  noted  in  Table  1,  many  high  schools  lack 
identified  medical  personnel  responsible  for  sports 
medicine  coverage.  Sixty-eight  percent  of  high 
schools  have  an  identified  team  physician.  Of  the 
schools  identifying  a team  physician,  orthopedic 
surgeons  (62  percent)  and  family  physicians  (54 
percent)  are  most  commonly  identified  as  team 
physicians.  Many  schools  with  a team  physician 
(23  percent)  reported  having  more  than  one  identi- 
fiable team  physician,  listing  both  a family  physi- 
cian and  orthopedic  surgeon  as  team  physicians. 
None  of  the  schools  reported  directly  compensat- 
ing their  team  physician.  A difference  did  not  ex- 
ist when  public  and  private  schools  were  compared 
for  the  designation  of  a team  physician. 

In  regards  to  other  medical  personnel  available, 
over  three-fourths  of  the  high  schools  (82  percent) 
have  a trainer  assigned  to  the  football  team.  Of 
the  schools  with  identifiable  medical  personnel, 
these  health  care  providers  are  available  to  evalu- 
ate and  treat  female  athletes  in  89  percent  of  the 
high  schools. 


When  the  medical  care  available  for  practices 
and  games  was  examined,  we  found  that  basic 
medical  equipment  is  not  available  at  many  of  the 
high  schools  (Table  2).  Also,  medical  coverage 
for  practice/scrimmage  sessions  or  home  football 
games  is  available  at  some  schools,  but  many 
schools  have  no  coverage.  Forty-one,  thirty,  and 
three  percent  of  the  schools  reported  that  the  foot- 
ball coaches  were  trained  in  basic  first  aid,  CPR/ 
BLS,  and  ACLS,  respectively. 

The  medical  record  system  in  the  high  schools 
surveyed  is  inconsistent.  In  particular,  many 
schools  did  not  report  having  written  records  of 
football  injuries  (10  percent),  proof  of  health  and 
accident  coverage  from  athletes  (22  percent),  “per- 
mission to  treat”  statements  from  parents  or  guard- 
ians on  file  for  all  athletes  (16  percet),  “release  of 
liability”  statements  from  parents  or  guardians  on 
file  for  all  athletes  (22  percent). 

To  evaluate  the  effect  of  school  size  in  medical 
preparedness,  we  categorized  the  schools  into 
quartiles  based  on  total  student  enrollment  and 
analyzed  for  any  differences  between  the  first  and 
fourth  quartile  (largest  and  smallest  schools).  We 
found  that  the  smallest  schools  were  significantly 
less  likely  to  have  a designated  team  physician 
identified  or  have  a football  trainer  (Table  3).  We 
also  found  that,  with  the  exception  of  the  avail- 
ability of  a telephone  and  first  aid  kit,  small  schools 
were  also  significantly  less  likely  to  have  access  to 
other  appropriate  medical  and  safety  equipment. 
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Interestingly,  though  the  larger  schools  were  sig- 
nificantly more  likely  to  have  a physician  present 
at  home  football  games,  the  smaller  schools  were 
significantly  more  likely  to  have  a coach  trained  in 
basic  life  support. 

Finally,  the  relationship  between  the  presence 
of  a team  physician  at  home  football  games  and 
whether  coaches  were  certified  in  basic  first  aid 
was  examined.  The  presence  of  a physician  dur- 
ing home  football  games  was  not  significantly  re- 
lated to  whether  or  not  coaches  were  certified  in 
basic  first  aid  (X2=0.07,  p=0.79).  A significant  dif- 
ference was  noted  in  the  mean  enrollment  of  the 
high  schools  based  upon  the  presence  of  a physi- 
cian and/or  certification  of  coaches  (X2=51.82, 

p<0.01). 

COMMENTS 

While  the  results  of  the  current  study  indicate  that 
a majority  of  high  schools  in  South  Carolina  ap- 
pear to  have  adequate  sports  medicine  coverage 


and  compare  favorably  with  the  results  of  similar 
data  from  other  states  (Table  4),  many  schools  lack 
many  key  aspects  of  sports  medicine  coverage.  In 
particular,  the  identification  of  a designated  health 
care  provider,  whether  a team  physician  or  athletic 
trainer,  is  not  accomplished  at  many  schools.  Pri- 
mary care  physicians  are  as  likely  to  be  included 
as  a team  physician  whereas  orthopedic  surgeons 
are  designated  as  a team  physician  significantly 
more  often  in  schools  in  the  highest  quartile  of 
enrollment  than  those  in  the  lowest  quartile  of  en- 
rollment. Interestingly,  no  high  school  team  phy- 
sician was  reported  to  be  directly  compensated  for 
providing  medical  coverage.  Based  upon  the  find- 
ing that  about  two-third  of  the  schools  could  iden- 
tify a designated  team  physician,  compensation  for 
this  role  does  not  appear  to  be  necessary  for  a ma- 
jority of  the  high  schools  surveyed.  The  current 
study  did  not  address  the  motivation  or  basis  for 
this  finding. 

Additionally,  some  medical  equipment  neces- 


Number  of  schools  (%) 

Readily  available  equipment 

Stretcher 

77  (57) 

Spine  board 

59  (44) 

Bolt  cutters  (for  face  masks) 

79  (59) 

Splints 

99  (74) 

Cordless/Cellular  phone 

83  (62) 

Telephone  close  to  field 

104  (78) 

First  aid  or  Trauma  kit 

113  (84) 

Medical  coverage  of  practice  and  scrimmage  sessions 

Physician 

14  (10) 

Designated  physician  on  call 

68  (51) 

Stand  by  ambulance 

32  (24) 

On  call  ambulance  transport 

87  (65) 

Medical  coverage  at  scheduled  home  football  games 

Physician 

81  (60) 

Nurse 

4 (3) 

Chiropractor 

5 (4) 

Ambulance  with  EMT  or  Paramedic 

105  (78) 

Ambulance  without  EMT  or  Paramedic 

0 (0) 

Ambulance  not  present  but  on  call 

19  (14) 

Physician’s  assistant  or  Paramedic 

7 (5) 

Table  2.  Medical  equipment  and  medical  coverage  of  practices  and  games. 
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Enrollment  (mean  ± SEM) 

1699  (±438) 

171 (±74) 

Number  of  schools  (n) 

33 

33 

Football  team  physician(s)  identified 

30  (90) 

18  (55) 

p<0.01 

Specialties  represented  by  team  physician 

Family  Practice 

15  (50) 

12  (67) 

NS 

Internal  Medicine 

3 (10) 

4 (22) 

NS 

Orthopedics 

22  (73) 

6 (33) 

p<0.05 

Pediatrics 

1 (3) 

1 (6) 

NS 

Football  athletic  trainer 

28  (85) 

12  (36) 

p<0.01 

Medical  personnel  available  to  evaluate 
and  treat  female  athletes 

27  (90) 

14  (78) 

NS 

Readily  available  equipment 

Stretcher 

22  (67) 

17  (52) 

NS 

Spine  board 

20  (61) 

11  (33) 

p<0.05 

Bolt  cutters  (for  face  masks) 

28  (85) 

18(54) 

p<0.01 

Splints 

30  (91) 

23  (70) 

p<0.05 

Cordless/Cellular  phone 

28  (85) 

19(58) 

p<0.05 

Telephone  close  to  field 

28  (85) 

25  (76) 

NS 

First  aid  or  Trauma  kit 

31  (94) 

27  (82) 

NS 

Physician  present  at  home  football  games 

28  (85) 

15  (45) 

p<0.01 

Coach(es)  trained  in  basic  first  aid 

9 (27) 

19(58) 

p<0.05 

Table  3.  Comparison  of  medical  care  provided  to  the  highest  and  lowest  quartile  schools  based  upon  total 
enrollment. 


sary  to  provide  basic  medical  care  may  not  be  avail- 
able. Though  some  of  the  equipment  included  in 
the  survey  may  not  be  considered  necessary  to 
emergency  health  care,  some  basic  equipment  (e.g., 
bolt  cutters  or  other  device  to  remove  the  face  mask 
of  an  injured  football  player)  is  not  available  in 
many  schools. 

Finally,  most  coaches,  who  may  be  the  only 
adult  supervision  present  during  practice  and  game 
situations,  are  not  trained  in  basic  first  aid  or  other 
life  support  skills.  As  most  athletic  injuries  require 
initial  first  aid  and  coaches  are  usually  the  only 
adult  supervision  present  during  most  practice  and 
game  activities,  training  more  coaches  in  basic  first 
aid  appears  to  be  a logical  recommendation. 

Though  not  unexpected,  the  medical  coverage 
and  equipment  available  to  the  smallest  schools  as 


compared  to  the  largest  schools  was  found  to  be 
significantly  different.  Specifically,  the  larger 
schools  more  often  had  a designated  team  physi- 
cian and/or  athletic  trainer,  had  appropriate  medi- 
cal equipment,  and  had  either  a physician  present 
at  home  games  or  a coach  certified  in  basic  first 
aid.  Of  interest,  the  smaller  schools  were  more 
likely  to  have  a coach  trained  in  basic  first  aid. 
Despite  the  differences  in  medical  coverage  be- 
tween the  larger  and  smaller  schools,  we  are  un- 
aware of  any  study  which  demonstrates  any 
difference  in  the  injury  rate  or  subsequent  morbid- 
ity between  schools  of  various  size  or  medical  cov- 
erage. 

Certain  limitations  of  this  study  deserve  men- 
tion. First,  the  completed  questionnaires  were  from 
the  high  school  athletic  departments  in  South  Caro- 
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Culpepper,  1987 

Lindaman,  1991 

Vangsness,  1994 

Number  of  high  schools  studied 

131 

407 

240 

Sports  studied 

All 

All 

Football 

Percent  with  team  physician 

55% 

61% 

71% 

Family  physician 

66% 

68% 

34% 

Orthopedist 

13% 

22% 

28% 

Percent  with  designated 

24% 

26% 

69% 

athletic  trainer 

Percent  with  physician 

35% 

13% 

72% 

available  for  practice  and/or 

games  (both  male  and 

female  events) 

Table  4.  Studies  determining  sports  medicine  coverage  at  high  school  athletic  practice  and  events. 


lina  and  the  generalizability  of  our  findings  to  other 
groups  of  high  schools  is  limited.  In  addition,  the 
number  of  sports  offered  at  each  high  school  are 
not  all  identical  and  may  affect  the  sports  medi- 
cine provided.  The  effect  of  non-respondents  upon 
the  results  may  have  altered  the  results,  though  a 
greater  than  50  percent  respondent  rate  is  consid- 
ered excellent  for  a mailed  survey.  Finally,  although 
the  questionnaire  was  reviewed  for  content  appro- 
priateness, understanding  and  readability,  test-re- 
test  reliability  was  not  assessed. 

Along  with  previously  published  articles,  the 
results  of  the  current  study  suggest  future  avenues 
of  research.  Specifically,  the  medical  coverage 
which  provides  the  most  effective  and  efficient 
treatment  and  rehabilitation  from  athletic  injuries 
requires  further  study.  Additionally,  does  the  pres- 
ence of  a physician,  athletic  trainer,  basic  medical 
equipment,  coach  with  training  in  basic  first  aid,  and / 
or  other  forms  of  athletic  health  care  coverage  pre- 
vent or  improve  the  outcome  of  athletic  injuries? 

In  conclusion,  a majority  of  high  schools  in 
South  Carolina  appear  to  have  adequate  sports 
medicine  coverage  and  compare  favorably  with  the 
results  of  similar  data  from  other  states.  The  medi- 
cal coverage  does  significantly  vary  depending 
upon  the  enrollment  size  of  the  high  school.  In 
spite  of  this  finding,  the  health  care  provided  high 
school  athletes  is  often  inconsistent  and  training 


and  equipment  required  for  basic  first  aid  is  often 
absent. 

SUMMARY 

Despite  an  apparently  high  injury  rate,  medical 
coverage  available  to  these  high  school  athletes  is 
often  not  immediately  present  during  practice  and 
games.  The  purpose  of  the  present  study  was  to 
examine  the  current  conditions  of  health  care  cov- 
erage and  delivery  to  the  football  program  and  as- 
sociated athletic  departments  in  the  public  and 
private  high  schools  in  South  Carolina.  Addition- 
ally, the  relationship  between  student  enrollment 
and  medical  coverage  was  examined. 

A survey,  based  upon  previously  utilized  instru- 
ments, was  sent  to  the  athletic  directors  at  the  pub- 
lic and  private  high  schools  with  interscholastic 
football  programs  in  South  Carolina.  The  survey 
included  questions  pertaining  to  the  medical  cov- 
erage, including  personnel,  equipment,  and  record 
systems,  for  football  practices  and  games. 

Based  upon  the  results  of  the  survey,  a majority 
of  high  schools  in  South  Carolina  appear  to  have 
adequate  sports  medicine  coverage  and  compare 
favorably  with  the  results  of  similar  data  from  other 
states.  The  medical  coverage  does  significantly 
vary  depending  upon  the  enrollment  size  of  the  high 
school.  In  spite  of  this  finding,  the  health  care  pro- 
vided high  school  athletes  is  often  inconsistent  and 
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training  and  equipment  required  for  basic  first  aid 
is  often  absent. 
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THE  PHYSICIAN’S  COVENANT  - SANCTITY 
IN  SERVICE* 

NASEEB  B.  BAROODY,  M.D.** 


We  cannot  objectively  measure  it  nor  can  we  chart 
it.  It  is  unseen  and  leaves  no  images  on  our  sophis- 
ticated devices.  It  cannot  be  tested  in  the  labora- 
tory nor  can  it  be  made  subject  to  our 
evidence-based  calculations.  Yet  without  it  there 
can  be  no  life.  In  the  finest  sense,  our  joy  is  our 
life. 

Where  do  we  find  joy  in  the  practice  of  medi- 
cine? We  could  all  quickly  name  many  circum- 
stances that  brighten  our  day  reaffirming  our 
decision  to  become  medical  doctors.  And  yet,  if 
we  could  talk  one  on  one,  we  would  all  agree  that 
we  who  see  so  much  death  and  suffering,  pain  and 
disability  would  ask,  “where  is  joy?”  In  the  pres- 
ence of  sickness  and  diseases  that  face  us  daily, 
how  can  we  affirm  that  joy  that  undergirds  us  and 
supports  us? 

Covenants,  well  kept,  contain  within  them  the 
seeds  of  joy  sacred  agreements  between  two  par- 
ties based  on  honor,  a matter  of  the  heart.  As  phy- 
sicians, with  some  exceptions,  we  have  been  people 
of  the  covenant — men  and  women  of  honor,  hon- 
ored and  respected  by  the  world  around  us.  Our 
covenant  is  with  our  patients.  Hippocrates  and 
Aescalapius  defined  it  as  a unity  of  the  spirit  be- 
tween patient  and  doctor  in  a trust  based  on  com- 
passion and  concern. 

In  contrast,  physicians  are  now  with  contracts, 
which  are  complex  and  problematic.  Again,  there 
is  an  agreement  between  the  two  and  perhaps  three 
parties  bound  by  law  and  the  courts.  Herein  lies 
the  separation  between  medical  care  and  managed 
care.  We  may  remember  as  Bismarck  said,  “if  you 
like  laws  or  sausage,  you  must  never  watch  either 
being  made.”1  Yet,  surely  we  must,  for  as  Emerson 
wrote,  “the  wise  know  that  foolish  legislation  is  a 
rope  of  sand  which  perishes  in  twisting.”2  Also, 


* Presented  at  the  nondenominational  devotion  at 
the  Annual  Meeting  of  the  South  Carolina  Medical 
Association,  Charleston,  SC,  May  2,  1999. 

**  Address  correspondence  to  Dr.  Baroody  at  555 
East  Cheves  Street,  Florence,  SC  29506-2606. 


Madison  in  his  Federalist  Papers  stated,  “it  will  be 
of  little  avail  to  people  that  the  laws  are  made  of 
people  of  their  own  choice  if  the  laws  be  so  volu- 
minous that  they  cannot  be  understood;  if  they  be 
repealed  or  revised  before  they  are  promulgated  or 
undergo  such  incessant  changes  that  no  man  knows 
what  the  law  is  today,  who  can  guess  what  it  will 
be  tomorrow?”3 

And  yet,  law  has  the  capacity,  as  respond  in  duty 
to  it,  to  lead  to  joy.  Shakespeare,  the  Bard  of  En- 
gland, stated  the  “Joy  is  in  the  doing  of  it,”4  and 
Martin  Luther  King  in  his  Nobel  Peace  Prize 
speech,  described  a “joy  unexplainable.”5  Seeking 
out  this  joy  through  duty  must  be  an  individual 
pursuit. 

President  Woodrow  Wilson,  in  a speech  at 
Princeton,  stated  that  “we  live  in  an  age  disturbed 
and  confused,  bewildered  and  afraid  of  its  own 
forces,  in  search  not  merely  of  a road  but  its  direc- 
tion— it  is  our  duty  to  find  ourselves.6  In  such  cha- 
otic times  as  ours,  there  is  again  a compelling  duty 
to  find  our  road  and  our  direction.  Calvin  Coolidge 
stated  that  “we  do  not  need  more  material  devel- 
opment; we  need  more  spiritual  development.  We 
do  not  need  more  intellectual  power,  we  need  more 
moral  power.  We  do  not  need  more  knowledge; 
we  need  more  character.  We  do  not  need  more  gov- 
ernment; we  need  more  culture.  We  do  not  need 
more  law;  we  need  more  religion.  We  do  not  need 
more  of  the  things  that  are  seen;  we  need  more  of 
the  things  that  are  unseen.”7 

Although  recent  upheaval  in  medicine  has  con- 
fused our  purpose  and  confounded  our  mission,  let 
us  not  lose  sight  of  the  covenant,  which  is  our  sanc- 
tity in  service.  In  realizing  our  sanctity  in  service 
we  do  our  duty  and  therein  find  our  joy.  When  we 
would  look  at  our  joy  as  a measurement  of  our  re- 
lationship with  God,  we  recall  that  the  Psalmist  has 
said,  “the  statues  of  the  Lord  are  trustworthy  mak- 
ing wide  the  simple.  The  precepts  of  the  Lord  are 
right  giving  joy  to  the  heart.”8 

It  is  in  the  power  of  our  creator  that  we  are  given 
the  joy  to  express  our  compassion  when  our  pas- 
sion is  depleted.  Nehemiah,  the  prophet,  reminds 
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us  that  “the  joy  of  the  Lord  is  our  strength/’9  Addi- 
tionally, in  the  Pentateuch  we  read  in  Deuteronomy 
“for  the  Lord  will  bless;  you  in  all  your  harvest 
and  in  all  the  work  of  your  hands,  and  your  joy 
will  be  complete.”10 

We  would  gain  encouragement  from  the  prophet 
Isaiah  who  stated,  “He  gives  strength  to  the  weary 
and  increases  power  of  the  weak.  Even  youth  grow 
tired  and  weary,  and  young  men  stumble  and  fall; 
but  those  who  hope  in  the  Lord  will  renew  their 
strength.  They  will  soar  on  wings  like  eagles;  they 
will  run  and  not  grow  weary,  they  will  walk  and 
not  faint.”11 

As  we  attempt  to  define,  in  the  midst  of  imposed 
confusion  and  disarray,  our  concept  of  the  service 
to  which  we  are  committed,  let  us  surround  our- 
selves with  self-forgetful  humility.  Let  us  be 
reawakened  to  the  higher  consciousness  of  our  call- 
ing. We  have  been  set  apart,  and  in  that  context, 
we  will  find  joy  in  the  sanctity  of  service  to  others. 
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Andy  Bagwell  was  the  baby  in  a family  of  six  chil- 
dren. He  was  forty  years  old  when  I met  him.  He 
was  running  the  Texaco  station  on  the  corner  by 
the  only  stop  light  in  town.  He  was  a master  at 
hustling  a car.  His  daddy  had  been  a blacksmith 
and  moved  into  gasoline  motors  when  the  first  cars 
came  to  the  area.  Andy  adored  his  daddy  and 
learned  what  his  daddy  taught  him.  Andy  rented 
the  station  from  the  Harter  family.  The  old  Mr. 
Harter  had  died  several  years  ago,  and  his  son,  Ed, 
had  taken  over  the  business.  Ed  Harter  and  Andy 
Bagwell  were  not  friends.  Ed  Harter  was  very  in- 
terested in  the  prompt  payment  of  the  rent  and  of 
the  gasoline  purchased  from  the  Harter  Oil  Com- 
pany. Andy  was  more  interested  in  talking  to  cus- 
tomers, fishing,  and  drinking  whiskey. 

The  drinking  of  booze  was  Andy’s  biggest  weak- 
ness. He  went  on  a binge  at  least  every  other  month, 
and  such  binges  were  very  costly  to  him,  his  fam- 
ily and  the  Harter  Oil  Company.  A generous  man 
when  sober,  Andy  was  the  easiest  touch  in  the  coun- 
try when  inebriated.  He  let  everybody  buy  gas  on 
credit  when  sober;  he  gave  the  gasoline  away  when 
under  the  influence.  Fishermen  on  their  way  to  the 
lake  had  to  pass  by  the  Bagwell  Texaco  station,  for 
the  two  main  roads  to  the  river  and  lake  intersected 
at  the  stop  light.  Many  a fisherman  could  not  be- 
lieve that  he  had  a tank  filled  with  free  gasoline, 
but  he  did.  The  local  freeloaders  flocked  to  the  sta- 
tion to  take  advantage  of  Andy’s  generosity. 

It  was  not  long  before  Ed  Harter  got  wind  of  the 
free  gasoline,  but  he  did  not  go  to  Andy.  He  went 
to  his  wife  to  blow  the  whistle.  Ellen  Bagwell  had 
married  Andy  seven  years  earlier;  she  was  his  third 
wife.  They  had  three  children.  Ellen  was  no  stranger 
to  dealing  with  men  who  abused  whiskey,  for  her 
father  had  been  an  alcoholic  long  before  she  was 
bom,  and  two  of  her  brothers  had  followed  their 
daddy  to  the  log  woods  and  the  whiskey  still.  Hear- 
ing of  her  husband’s  current  binge,  Ellen  told  Ed 
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Harter  that  she  would  take  care  of  the  situation. 

As  soon  as  she  could  change  into  a pair  of  clean 
jeans  and  a denim  shirt,  she  went  to  the  station. 
Seeing  her  coming,  Andy  filed  out  the  back  door, 
across  the  fence,  and  into  the  woods.  Ellen  took 
over  the  station.  All  gasoline  was  cash  on  the  bar- 
rel head,  as  she  said,  and  she  tried  to  get  the  names 
of  the  free  loaders,  retrieving  as  much  of  the  loss 
as  possible. 

Andy  went  across  the  branch  to  Nell  Hunt’s 
house.  Nell  ran  a store  with  a beer  business  and  a 
bait  shop,  and  there  were  several  girls  available 
with  favors  for  those  who  had  the  right  kind  of 
money.  Andy  and  Nell  had  been  classmates  in 
school  before  both  of  them  quit  in  the  eighth  grade. 
Both  went  to  work  in  the  local  sewing  room.  She 
was  a seamstress,  and  he  was  a maintenance  man. 
They  were  friends  long  before  Andy  married  Ellen. 
In  earlier  days,  Andy  was  no  stranger  to  Nell’s  bed- 
room. Needing  to  go  out  of  town  for  a few  days, 
Andy  asked  Nell  to  drive  him  to  Charleston.  She 
agreed.  They  would  go  by  the  station  and  fill  up 
the  car  before  leaving.  As  they  pulled  up  in  front 
of  the  station,  the  young  man  who  helped  Andy 
came  out  to  the  car. 

“Fill  the  SOB  up!”  Andy  blurted. 

Ellen  was  tidying  up  the  station,  and  as  she 
looked  out,  she  saw  the  young  attendant  looking  at 
her  for  guidance. 

“Fill  the  SOB  up  I said!  Can’t  you  hear  boy?,” 
Andy  shouted.  Ellen  bolted  from  the  station.  Her 
face  was  pale  with  anger. 

“I  can  hear!  I can  hear  every  word  you  said. 
You  drunk  nothing.  You  said  fill  the  SOB  up.  Well, 
I’ll  fill  you  up,  you  . . . ,”  she  said. 

Yanking  the  door  open,  she  pulled  Nell  out.  Then 
she  reached  for  Andy,  but  he  was  out  the  other  side 
and  running  down  the  street. 

Ellen  exclaimed,  “Nell,  you  know  better!  Now 
git  yourself  in  this  car  and  git!.” 

She  did  not  have  to  repeat  herself,  for  Ellen  and 
Nell  had  fought  before,  and  Nell  had  come  out  on 
the  short  end.  Nell  got  into  the  car  and  scratched 
off.  She  left  tire  marks  on  the  pavement  that  were 
there  a month  later. 
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Everybody  who  knew  Andy  tried  to  help  him 
give  up  the  booze.  He  even  tried  AA.  He  just  did 
not  want  to  part  company  with  John  Barleycorn. 
All  well-meaning  help  fell  on  barren  ground.  Andy 
was  a most  helpful  man  when  sober,  and  he  was 
the  sorriest  rascal  known  to  man  when  drunk.  Dur- 
ing these  binges,  it  was  not  unusual  for  him  to  come 
to  the  back  door  under  the  cover  of  darkness.  He 
would  not  drive  the  car.  for  Ellen  had  hidden  the 
keys  or  removed  a spark  plug  or  reminded  him  that 
he  had  lost  his  driver's  license.  He  would  borrow 
his  sister's  three-wheel  bike. 

“I  need  heep.  doc.  You  my  frain.  You  'bout  the 
only  frain  I got.” 

“I  sure  am.”  I replied,  “maybe  the  only  one  when 
you're  drunk." 

“Em  tryin'  to  sober  up  now.  Heep  me.  please.” 
he  sobbed. 

“Come  in  and  sit  down." 

He  entered  the  small  office  off  the  back  porch.  I 
checked  his  blood  pressure  and  told  him  if  he  drank 
any  more  he  would  die.  Then,  Andy  got  what  he 
came  for:  an  injection  containing  a sedative.  I drove 
him  home.  Ellen  put  him  to  bed. 

“The  bicycle  is  at  my  house,”  I told  her. 

“I'll  send  for  it  tomorrow.” 

At  breakfast  the  next  morning  the  four-year-old 
girl  looked  out  on  the  back  porch,  and  her  face 
brightened. 


"Daddy!  Daddy!”  she  exclaimed,  “Mr.  Andy 
brought  the  bike!  I'm  so  glad!." 

“Don't  be  so  glad.  I bet  he's  drunk  again.”  said 
her  eight-year-old  sister. 

“Can  we  ride  the  three  wheeler?”  asked  the  four 
year  old. 

“You  can  ride  it  on  the  driveway.  Not  in  the 
street.” 

“How  long  will  we  have  it  this  time?” 

“Til  he  sends  for  it  or  Miss  Biddy  sends  the  po- 
lice for  it.” 

“She  might,  but  I doubt  it.” 

“Will  you  move  the  cars  out  of  the  garage  so 
we  will  have  more  room  to  ride  and  mm  around?" 
“As  soon  as  I finish  my  breakfast.” 

“Is  Mr.  Andy  still  drunk?” 

“No.  he's  asleep  in  his  clean,  warm  bed.” 

“Did  his  wife  beat  him  up  with  her  broom?” 

“I  don't  know.” 

“Is  he  a bad  man?” 

“No.” 

“Then  why  does  he  steal  his  sister’s  bike?” 

“He  didn’t  steal  it.  He  just  borrowed  it.” 

“If  he  didn't  ask,  that's  stealing.  That's  what 
Mamma  said.” 

“I've  got  to  go  to  the  office.  Take  the  paper  and 
coffee  to  your  mamma  and  be  good  girls.  Gimme 
a kiss.” 
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American  Medical  Association 

Organized  Medical  Staff  Section  (AMA-OMSS) 

invites  your  medical  staff  to  be  represented  at  the  • 

1999  Interim  Assembly  Meeting,  December  2-6,  in  San  Diego 


If  physicians  want  to  be  effective  agents  for  change  in  improving  today's  health  care, 
they  need  a vision,  a voice,  and  a victory. 

The  vision  comes  from  grassroots  physicians... representives  of  hospital  or  other  health  care  organization  medical 
staffs...that  come  together  in  a national  forum  to  share  ideas,  concerns,  and  interests. 

The  voice  is  the  AMA-OMSS.  It  resonates  within  the  AMA  and  is  projected  to  Congress,  private  and  public  sector  leaders, 
and  the  public  through  the  implementation  of  policy  and  other  advocacy  initiatives. 

The  victory  is  the  fruit  of  your  effort  to  make  a difference. 

Be  part  of  the  process.  Send  a representative*  from  your  medical  staff  to  the  1999  Interim  AMA-OMSS  Assembly 
Meeting,  December  2-6,  in  San  Diego.  There  is  no  fee  to  attend. 

OMSS  representatives  can: 

• Submit  resolutions  prior  to  the  Assembly  meeting. 

• Testify  at  Reference  Committee  hearings  and  vote  in  the  Assembly. 

• Participate  in  special  issue  forums. 

• Network  at  state  and  regional  caucuses. 

• Attend  education  programs.  ( Topics  include:  managed  care  contracts,  new  CPT  codes  and  software,  preventing 
and  managing  adverse  outcomes,  improving  physician  image  through  community  involvement,  protecting 
your  practice  from  embezzlement,  conflict  of  interest  policies,  technology  and  medical  staff  reengineering, 
ways  to  be  an  effective  agent  for  change,  reestablishing  collegiality  in  the  medical  profession,  and  federal  and 
state  legislative  affairs. ) 

For  more  information  on  how  to  register,  call  800  262-8211  and  ask  for  the  Department  of  Organized  Medical  Staff 
Services  or  e-mail  us  at  omss@ama-assn.org. 

• Must  be  an  AMA  member 
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THE  ENGLISH  LESSON 

“Oh  the  times!  Oh  the  manners!” 

-Cicero 

“Manners  require  time,  as  nothing  is  more  vulgar  than  haste.” 
-Emerson 


A year  of  planning,  a week  of  pleasure.  Our  four- 
some— Mac,  Wickie,  the  Mullet,  and  I— lingered 
in  the  pub,  celebrating  a memorable  morning  at 
Muirfield.  Wickie  had  just  completed  his  dream 
of  playing  every  venue  where  they’d  ever  held  The 
Open,  and  he’d  done  it  in  style,  breaking  80  with 
ease.  Mac  had  made  an  eagle.  And  the  Mullet  and 
I — well,  let’s  just  say  we  had  lots  of  fun,  lots  of 
shotmaking  opportunities.  Ahead  that  afternoon  lay 
North  Berwick,  my  favorite  links  in  the  world.  I 
checked  the  time.  “Let’s  go,  guys,  we’re  running 
late.”  But  whoops,  the  coupons  were  back  in  the 
room. 

Wickie  left  the  motor  running  as  I dashed  into 
the  Marine  Hotel.  The  first  task  was  to  retrieve  the 
room  key.  Over  there,  they  avoid  runaway  room 
keys  by  issuing  only  one  per  party,  usually  attached 
to  a bulky  object  too  large  for  one’s  pocket.  The 
custom  is  to  leave  the  key  with  the  desk  clerk  when 
you  go  out.  Two  Englishmen  stood  at  the  desk 
waiting  for  the  clerk,  who  was  nowhere  in  sight. 

After  what  seemed  like  an  eternity,  she  came 
back  to  her  station.  The  Englishman’s  request 
evoked  a wee  frown.  She  began  to  make  telephone 
calls  while  typing  on  the  computer.  Our  tee  time 
was  now  just  minutes  away.  I leaned  forward  and 
whispered,  “Psst-I  just  need  my  room  key.” 

The  other  Englishman  was  in  my  face  within  a 
nanosecond.  He  let  me  have  it.  He  brayed  to  the 
entire  lobby,  “Over  heah  we  have  mannuhs,  mind 
you.  You  wait  your  turn.  You  don’t  just  run  over 
people.”  There  was  no  defense.  I looked  him 
squarely  in  the  eye  and  said  gently  but  firmly,  “I 
agree.” 

A driving  rain  kicked  up  just  as  we  reached  the 
first  tee  in  the  nick  of  time,  adding  insult  to  injury. 


The  sun  came  out  on  the  back  nine,  and — my  spir- 
its boosted  by  the  ancient  stone  walls,  the  blind 
shots  over  hills,  the  quaint  greens,  and  the  splen- 
did views  of  Bass  Rock  out  in  the  Firth  of  Forth — 
I savored  yet  another  near-perfect  day.  Although  I 
didn’t  say  a word  about  the  incident,  I knew  the 
Englishman  had  left  me  with  a choice.  I could  add 
the  sorry  episode  to  others  in  my  life  brought  on 
largely  by  ignorance  of  local  ways  and  customs: 
the  street  vendor  in  London,  the  baker  in  Aix-en- 
Provence,  the  taxi  driver  in  Rhodes.  Or  I could  take 
it  as  a challenge  to  reflect,  to  review  paradigms,  to 
question  attitudes  and  behaviors,  to  become  a bet- 
ter person. 

Finishing  my  book  the  next  afternoon  an  hour 
out  of  Charlotte,  I struck  up  a conversation  with 
the  Englishwoman  sitting  next  to  me  in  the  bulk- 
head. 

“Tell  me,”  I asked  innocently,  “What  do  you 
think  of  Americans’  manners?” 

“Do  you  really  want  to  know?” 

“Yes.” 

“We  think  you’re  rude.” 

I then  recounted  the  unpleasantness  in  the  lobby 
of  the  Marine  Hotel  at  North  Berwick.  “Oh  yes, 
lines  are  very  important  to  us.”  We  reviewed  how 
I might  have  handled  the  situation  differently,  per- 
haps by  asking  the  two  gentlemen  ahead  of  me  for 
permission  to  speak  to  the  clerk. 

When  it  comes  to  manners,  I had  fancied  my- 
self somewhere  in  the  upper  quartile  of  Homo  sa- 
piens, at  least  when  time  is  a-plenty.  But  therein 
lies  the  rub.  Pressured  by  competing  time  demands. 
I’m  capable  of  assuming  the  telephone  personality 
of  a piranha,  the  bedside  manner  of  a barracuda. 
On  occasion  I’m  reduced  to  a blithering  idiot.  Ex- 
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ciating  time  pressures  have  always  been,  for  me, 
the  downside  of  medicine.  I marvel  at  the  way  some 
family  physicians  can  see  80  or  more  patients  a 
day  without  getting  flustered,  at  how  some 
intensivists  retain  their  poise  and  composure  un- 
der extreme  stress.  These  people  must  be  made  of 
kryptonite!  Yet  studies  show  that  small  acts  of  dis- 
courtesy make  up  a large  fraction  of  patient  dissat- 
isfaction and  a major  reason  for  changing 
physicians.  Many  people  will  tell  you,  “Doctors 
are  always  in  a hurry.” 

Suboptimal  manners  are  not,  of  course,  unique 
to  medicine.  A 1996  U.S.  News  and  World  Report 
survey  showed  that  89  percent  of  Americans  con- 
sider incivility  to  be  a serious  problem,  with  78 
percent  saying  that  it  had  gotten  worse  over  the 
previous  decade.  A survey  of  the  recent  literature 
reveals  book  titles  such  as  A Short  History  of  Rude- 
ness: Manners,  Morals,  and  Misbehavior  in  Mod- 
ern America  and  Civility:  Manners,  Morals  and 
the  Etiquette  of  Democracy.  The  latter  author  ar- 
gues that  our  growing  incivility  threatens  democ- 
racy itself.  Nor  are  Americans  unique.  Prime 
Minister  Tony  Blair  recently  said  the  same  about 
the  United  Kingdom.  My  transgression  at  the  Ma- 
rine Hotel  illustrates  the  most  important  etiquette 
problem  in  daily  life:  the  Interrupter.  Yet  stat  pages, 
cell  phones,  voice  mail,  e-mail,  and  the  anonymous 
messengers  of  managed  care  condition  us  to  ac- 
cept interruptions  as  a way  of  life.  Can  anything 
be  done? 

The  more  I think  about  it,  the  more  strongly  I 
conclude  that  minding  our  manners  represents  a 
major  way  by  which  we  can  help  the  image  of  our 
profession.  Here  are  ten  thoughts  on  the  matter,  in 
no  particular  order  (and  how  I wish  I could  always 


take  my  own  advice!): 

• Strive  to  be  punctual. 

• Cultivate  self-awareness  of  your  own  manners 
and  those  of  others. 

• Practice  small  acts  of  courtesy,  such  as  letting 
others  in  line  ahead  of  you. 

• Ask,  “Is  this  a good  time  for  you?” 

• Be  quick  to  apologize. 

• Set  aside  downtime  in  your  schedule  to  return 
telephone  calls  and  the  like. 

• Try  to  get  a good  night’s  sleep. 

• Remember  the  Platinum  Rule:  “Do  unto 
others  as  they  would  like  done  unto 
themselves.” 

• Treat  your  office  staff  courteously,  and  make 
it  clear  to  them  how  much  you  value  courtesy 
to  patients  and  everyone  else! 

• Go  out  of  your  way  to  be  courteous  on  the  road, 
whether  or  not  your  car  marks  you  as  a physician. 

Studies  indicate  that  physicians,  even  in  teach- 
ing settings,  are  reluctant  to  point  out  breaches  of 
etiquette.  We  do  not  reward  good  behavior,  nor  do 
we  penalize  bad  behavior.  We  suffer  in  silence.  We 
perpetuate  the  cycle  by  interrupting  our  colleagues, 
often  out  of  impatience  or  laziness  rather  than  true 
urgency.  John  D.  Rockefeller,  Sr.,  put  it  well:  “A 
man  has  no  right  to  occupy  another  man’s  time 
unnecessarily.”  This  simple  rule,  I think,  is  the  es- 
sence of  good  professional  manners.  If  we  could 
heed  it,  how  much  better  we  would  be,  both  indi- 
vidually and  collectively! 

A year  later,  I conclude  that  the  Englishman  at 
North  Berwick  did  me  a favor.  I wish  there  were  a 
way  to  thank  him. 

Manners  matter.  Courtesy  counts. 

— CSB 
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THE  NEED  TO  QUANTITATE  A CLINICAL  HUMANNESS 


In  recent  decades,  our  most  respected  academic 
scholars  are  sensing  a need  to  sift  through  such 
elusive  terms  as  personhood,  sentience,  humanness, 
and  self  to  standardize  what  disappears  from  a dy- 
ing brain.  The  modern  management  of  the  in- 
creasing percentages  of  vegetative  and 
minimally-conscious  patients  worldwide  has  cre- 
ated a delicate  need  to  clarify  terms  that  have  long 
been  confined  to  philosophic  and  religious  litera- 
ture. It  is  time  to  reconsider  which  labels  best  sum- 
marize the  qualities  we  wish  to  nurture  in  critically 
ill  patients.  The  word  humanness  is  evolving  as  a 
logical  current  choice,  but  it  will  take  much  dis- 
cussion to  standardize  methods  of  calibration. 

In  contrast,  the  interesting  concept  of  soul  surely 
evolved  over  thousands  of  years  to  help  justify  why 
and  how  we  differ  from  other  anthropoids, 
quadripeds,  and  vegetation.  But  ancient  people  sel- 
dom had  an  urgent  need  to  establish  gradations  of 
soulness  in  societies  characterized  by  rapid  death 
from  untreatable  infections  and  violent  traumas. 
Words  like  soul  have  incorporated  into  many  reli- 
gious doctrines,  but  even  today,  souls  have  not  been 
confined  to  any  particular  body  parts,  and  have  yet 
to  be  defined  by  any  modern  physiologic  tech- 
niques. Basal  ganglion  transplants  and,  in  the  near 
future,  cortical  transplant  will  stun  any  complacent 
taxonomists. 

I.  LOCALIZING  INITIAL  HUMANNESS 

a.  When  gametes  touch:  This  is  the  common  end- 
ing of  an  ambitious  journey  leading  to  the  creation 
of  fresh  chromosomes.  But,  consider  also  that  a 
nontraditional  laboratory  union  of  human  chromo- 
somes was  recently  described  for  the  first  time. 
Such  unions  might  signal  the  beginning  of  human- 
ness, but  similar  chromosomal  events  do  occur  in 
a wide  range  of  microscopic  organisms.  It  is  con- 
fusing to  suggest  that  paramecia  have  any  degree 
of  humanness.  In  recent  decades,  the  trend  has  been 
to  say  that  one-celled  animals  or  grasshoppers,  or 
rabbits,  etc.,  may  have  something  called 
personhood,  but  no  measure  of  humanness. 

b.  Initial  neurons:  A neural  plate  guides  our  cre- 
ation of  millions  then  billions  of  neurons  while  a 
scheduled  apoptosis  eliminates  those  that  will,  for 
unknown  reasons,  not  be  needed.  After  a pro- 


grammed number  of  neurons  is  reached,  our  brain 
volume  continues  to  grow  for  years  by  acquiring 
new  dendrites,  synapses  and  myelin,  but  not  neu- 
rons.1 At  five  weeks,  we  might  know  self  from  non- 
self, but  so  might  monkeys  and  cows. 

c.  The  thalamo-cortical  core:  At  six  to  eight 
weeks,  we  develop  a first  neural  network  for  lis- 
tening, watching,  and  instinctive  motor  responses.2 
This  integration  provides  awareness — often  still 
called  consciousness,  which  is  not  a measurable 
property  of  particles,  or  any  unique  channel  chem- 
istry. Spinal  cords,  for  instance,  transmit  sensations 
but  are  too  primitive  ever  to  provide  awareness. 
Basic  scientists  may  soon  be  ready  to  pronounce — 
for  purposes  of  speculation,  that  seven  billion, 
seven  hundred  thousand,  and  seven  hundred  ma- 
ture neurons  are  required  to  initiate  humanness.  The 
efficiency  of  synaptic  and  dendritic  activity  is  ob- 
viously important,  but  a tentative  target  neuronal 
number  would  certainly  stimulate  discussions  about 
minimal  needs. 

d.  A later  milestone:  At  approximately  fourteen 
months,  we  have  acquired  a few  billion  more  syn- 
apses on  a few  billion  more  synapses  on  a few 
million  more  cortical  neurons  than  any  other  an- 
thropoid, including  giant  four-legged  mammals. 
These  complex  hierarchies  of  processing  can  be- 
gin to  evaluate  profiles,  shadows,  sounds,  and 
movements  more  precisely  and  usefully  than  any 
other  creature.  We  then  would  describe  ourselves 
as  more  intelligent  than  any  other  species — in  most 
respects,  and  humanness  has  been  the  most  com- 
mon label  we  use  for  this  epitome  of  neural  devel- 
opment. We  have  not  agreed  on  the  day — or 
moment,  that  this  typical  intelligence  is  acquired, 
but  we  all  agree  that  there  must  be  such  a moment 
when  our  innate  intelligence  is  beyond  whatever 
any  animal  might  achieve. 

II.  LOCALIZING  MATURED  HUMANNESS. 

a.  This  search  for  reliable  beginning  and  ending 
humanness  milestones  has  become  dramatically 
important  in  recent  years  as  clinical  ethicists  evalu- 
ate practical  ways  to  determine  when  life-support 
measures  should  be  initiated  or  withdrawn.3 

Vegetative,  locked-in,  minimally  conscious 


Volume  95  • November  1999 


433 


states,  and  the  so-called,  “permanent  dementias” 
are  modem  labels  classifying  qualities  that  often 
seem  to  be  lost  in  a stepwise  fashion.  Hundreds  of 
scholarly  papers  and  innumerable  bedside  discus- 
sions have  now  been  designed  to  clarify  these  dwin- 
dling, end-of-life  categories  and  suggest  algorithms 
for  their  management.  However,  we  still  need  le- 
gitimate, socially  and  religiously-sanctioned  guide- 
lines for  measuring  residual  humanness.  The  long 
established  but  improper  use  of  the  word  still  does 
not  allow  us  to  refer  bluntly  to  brain  dead  patients 
as  having  lost  humanness.  Nevertheless,  we  allow 
ourselves  to  administer  terminal  but  not  terminat- 
ing drugs  to  such  patients,  while  we  carefully  ex- 
plain that  a death  is  actually  forseen  but  not 
intended.  Our  reticent  semantics  leaves  us  with  a 
strange  awkwardness,  e.g.,  “Mrs.  Smith.  The  im- 
portant qualities  first  seen  in  toddlers,  qualities 
without  a scientific  name,  are  what  your  husband 
has  permanently  lost.” 

b.  Current  taxonomy:  At  present,  we  can  only 
point  out  to  relatives  that  the  desirable  traits  we 


are  trying  to  nurture  are  difficult  to  quantitate,  that 
we  tmly  respect  all  of  their  traditional  family  cus- 
toms, and  that  the  old-fashioned  word  humanness 
is  our  most  appropriate  current  label  for  what  has 
been  damaged.  Relatives  typically  offer  their  own 
unique  examples  of  what  would  need  to  be  restored 
in  order  to  justify  continued  nurturing.  The  subse- 
quent intensity  of  care  is  then  proportionate  to  our 
joint  estimates  of  those  residual  qualities  commonly 
summarized  by  the  term  humanness. 
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From  providers  to  community  leaders,  researchers  to 
educators,  and  government  officials  to  citizens,  the 
National  Rural  Health  Association’s  members  seek  to 
improve  the  health  care  of  rural  Americans  through 
advocacy,  communications,  education  and  research. 

The  National  Rural  Health  Association  and  its 
members  work  to  overcome  rural  health  care  challenges. 
They  focus  on  reforming  and  strengthening  health  care  to 
meet  the  needs  of  rural  areas.  While  government  funding 
continues  to  dwindle,  this  multi-disciplinary  group  of 
health  professionals  and  leaders  finds  innovate  solutions 
to  complex  dilemmas. 
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Oh  we  Cover. 


WILBUR  RAYMOND  TUTEN,  SR.,  M.D.  (1889-1961) 


Featured  on  the  cover  this  month  is  the  President 
of  the  South  Carolina  Medical  Association  for 
1950-1951.  W.  R.  Tuten  was  born  at  Ulmers  in 
Hampton  County  on  March  23, 1889.  He  attended 
Orangeburg  Collegiate  Institute  and  the  College  of 
Charleston  before  entering  the  Medical  College  of 
the  State  of  South  Carolina  from  which  he 
graduated  in  1911.  Following  graduation  from 
medical  school,  Dr.  Tuten  entered  the  practice  of 
General  Medicine  in  Fairfax,  South  Carolina,  where 
he  practiced  until  his  death,  November  10,  1961, 
at  the  age  of  72. 

Dr.  Tuten  was  interested  in  organized  medicine 
from  the  early  days  of  his  practice.  In  addition  to 
serving  on  the  staff  of  the  Allendale  County 
Hospital,  he  served  as  president  of  the  Allendale 


County  Medical  Society  and  president  of  his  district 
medical  society.  He  was  elected  Vice  President  of 
SCMA  for  1948-1949.  He  also  served  on  the  South 
Carolina  Board  of  Medical  Examiners  from  1939 
until  his  death.  Dr.  Tuten’s  interests  extended 
beyond  his  medical  practice  and  the  medical 
profession.  His  community  involvement  included 
service  on  the  Board  of  Trustees  of  the  Fairfax 
Public  Schools,  and  he  was  Mayor  of  Fairfax  from 
1923  to  1931. 
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SCMA  ALLIANCE 
AMA  FOUNDATION  1999-2000 

We  hope  the  AMA  Foundation  will  be  an  important  part  of  your  year.  AMA  Foundation  is  a non-profit 
organization  established  to  help  support  medical  education.  Since  1950,  AMA  Foundation  has  raised 
over  $65  million  (SCMAA  realized  over  $40,000  last  year)  and  fostered  excellence  in  education,  re- 
search, and  science.  All  donations  are  100%  tax  deductible  and  provide  a common  thread  for  local 
alliances  and  medical  societies  to  work  together.  Our  donations  support: 

Medical  School  Excellence  Fund:  This  money  is  used  to  support  programs  for  women  and  minority 
students;  pay  for  publication  subscriptions,  computer  software  and  other  equipment;  and  fund  student 
activities,  research  programs,  guest  lecturers  and  student  attendance  at  national  meetings  and  confer- 
ences. 

Medical  Student  Assistance  Fund:  These  funds  provide  moneys  to  medical  schools  to  be  used  for 
student  loans,  grants  and  scholarships.  These  loans  have  much  lower  interest  rates  than  banks. 

Development  Fund:  These  funds  are  distributed  by  the  AMA  Foundation  Board  of  Directors  to  sup- 
port pilot  and  experimental  health  and  medical  programs. 

Categorical  Funds:  These  funds  provide  support  for  specific  research  areas. 

The  SCMA  Foundation:  The  money  in  this  fund  is  used  to  provide  scholarships  for  students  from 
South  Carolina. 

Our  goal  this  year  is  $40,000.  We  have  several  fun  and  different  ways  to  reach  this  goal.  Working 
together,  we  can  continue  SCMAA’ s AMA  Foundation  success. 

This  year’s  prize  for  our  state  raffle  is  a beautiful  Rolex  Oyster  Perpetual  Lady’s  Date  Wrist  Watch. 
Tickets  are  available  for  $5  each  or  six  for  $25. 

Also,  we  encourage  all  counties  to  sponsor  a Holiday  Sharing  Card  this  year.  This  is  a great  way  to 
involve  all  members  in  making  a contribution  to  AMA  Foundation,  while  providing  an  easy  means  of 
sending  a greeting  to  your  medical  community. 

If  you  would  like  to  purchase  tickets  or  make  a contribution,  please  fill  out  the  form  below  and  mail  to 
Sarah  K.  McCraw,  SCMAA  AMA  Foundation  Co-Chair,  6 Anthony  Place,  Greenville,  SC  29605.  All 
checks  should  be  made  payable  to  AMA  Foundation.  You  will  receive  an  acknowledgment  of  your 
contribution. 
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The  Journal  of  the  South  Carolina  Medical  Association 


'Matters  of  Interest 
to  South  Carolina 
Physicians.  ,y 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


TAX  CONFISCATION  OF  DEFERRED  ANNUITIES 


Do  you  own  tax-deferred  annuities 
that  you  will  not  spend  during  your 
lifetime? 

Tax  deferred  annuities  are  poor  assets 
to  own  at  death  because  they  are 
subject  to  both  estate  and  income  taxes. 
The  after-tax  amount  passing  to  your 
beneficiaries  will  be  substantially 
diminished  by  these  taxes. 

The  full  value  of  the  annuity  will  be 
included  in  your  gross  estate  for  estate 
tax  purposes.  Any  gain  in  the  annuity 
will  be  subject  to  income  tax  because 
annuity  cash  values  do  not  get  a 
stepped-up  basis  at  death.  The  result  is 
that  your  heirs  may  receive  only  $.35  to 
$.40  for  each  annuity  dollar  because  the 
balance  will  go  to  taxes. 


Here’s  an  example: 


DESCRIPTION 

AMOUNT 

% 

Value  of  Annuity 

$500,000 

100% 

Estate  Tax 

$245,000 

49% 

Income  Tax 

$54,250 

11% 

Received  by  Heirs 

$200,750 

40% 

The  above  example  shows  the  taxes 
attributable  to  an  annuity  for  a physician 
whose  home,  insurance,  qualified  plans, 
and  other  assets  total  $2,000,000.  Her 
tax-deferred  annuity,  for  which  she 
invested  $100,000,  is  worth  $500,000  at 
her  death.  She  does  not  have  a 
surviving  spouse  so  her  children  are  the 
beneficiaries  of  her  annuity.  Her 
children  are  in  the  35%  income  tax 
bracket. 


This  physician  does  not  need  her 
annuity  for  retirement  benefits  because 
her  retirement  plan  provides  adequate 
income.  With  proper  planning,  she  can 
take  steps  that  will  result  in  far  more 
money  passing  to  her  heirs  with  no  loss 
of  income  or  security  to  her. 


If  you  or  your  spouse  own  deferred 
annuities  that  you  never  intend  to  spend 
during  your  lifetimes  and  would  like  this 
benefit  to  go  to  your  heirs  rather  than  to 
taxes,  return  this  form  for  additional 
information. 


Carolina  Physicians  Advisory  Service 
PO  Box  688 

Columbia  SC  29202-0688 

Name 

Street 

City State  Zip 

T elephone 

Tax  Confiscation  of  Deferred  Annuities 


Views  expressed  herein  are  those  of  the  authors  and  in  no  way  represent  SCMA.  We  do  not  give  tax  advice.  Only  your 
attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 
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SOFTWARE 


Practice  Clinical 

Management  System 

‘P/CMS’ 


Microsoft  Windows  & 
Windows  /NT 


Say  “Patient  Name".  PATIENT  NAME 
Patient  ID  or  Chart  Number?  PATIENT  ID 
Say  "SSN".  SSN 

Say  "Date  of  Birth".  DATE  OF  BIRTH 
Say  "Insurance".  INSURANCE 
Say  "DemoQraohics'.  DEMOGRAPHICS 


demographics 
Patient  Information 
patient  name 
patient  data 
chert  number 
date  of  birth 
patient  ID 
demographics 
visit  dare 
SSN 

Social  Scanty  Nrnrber 
insuance 

secondary  insurance 

commends 


at  Can  I Say 


Variable  Setup 


Whether  it  be  their  smiling  faces  or  pictures 
and  images  that  provide  an  all  encompassing 
assessment  of  their  medical  records  and 
history,  Fox  Meadows  ‘P/CMS’  makes  it  all 
accessible  at  the  touch  of  a button. 


/ Clinical  Reporter  - User; jo  pcare  H0I 


Fie  Edt  View  Secsons  Dictation  Help  <dsc?e=e>  CTRUALT  hgns  microphone  or; 


Speak  to  your  computer  and  save  time,  monthly 
transcription  fees,  and  errors  and  omissions.  Do 
Chart  Notes  using  Lernout  & Hauspies  voice 
recognition  system  and  medical  dictionary. 
Lernout  & Hauspie  is  one  of  the  premier  providers 
of  voice  recognition  technologies  and  is  a valued 
business  alliance  of  Fox  Meadows. 


Using  easily  accessible  & maintainable 
industry  standards  such  as  Microsoft 
Windows  and  FoxPro  DBMS,  Fox 
Meadows  has  a suite  of  ready  to  use 
application  software  to  run  any  and  all 
aspects  of  a medical  or  clinical  practice. 
The  system  can  easily  be  customized 
providing  immediate  results. 
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P/CMS  Software  includes: 

A/R  management,  appointment  scheduler,  diary  notes,  Y2K  ready,  electronic  claims  & 
statements,  supports  primary,  secondary,  tertiary,  Worker’s  Comp.  & auto,  insurance.  System 
includes  Medicare  correct  coding  initiative  (CCI)  & evaluation  management  edits. 


Fox  Meadows  Software  LTD. 

800  754-7213  or  803  736-8000 
www.foxmeadows.com 
* Call  for  our  free  multi-media  demo  CD  * 
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What  can  a map  tell  you  about  a computer  system 


More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how  a 
16-year  commitment  to  'Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross/Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 


©majp^Systems 

inc. 

Carolina  Research  Park  • One  Science  Court 
Columbia,  SC  29203-9356 

800-800-6472  • 803-735-7700 
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SPECIAL  ISSUE— VALVULAR  HEART  DISEASE  IN  THE 
ADULT  PATIENT:  THE  MUSC  APPROACH 

GUEST  EDITOR:  MICHAEL  E.  ASSEY,  M.D. 

INTRODUCTION  BY  MICHAEL  E.  ASSEY,  M.D.  & 
E.  CONYERS  O’BRYAN,  JR.,  M.D. 
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To  reach  your  local  office, 
call  1-800-344-1899. 

ww.medicalprotecrive.com 


The  Medical  Protective  Company, 


When  office  visits  and  home  health  visits 
are  not  enough,  what  do  you  do? 

When  your  patient  is  not  following  orders. 

When  your  patient  is  talking  about 
trying  natural  remedies. 

Eldon  Armstron  RPh  When  your  patient  has  more  questions 
Chie°f  conTk^pLmacist  than  you  have  time  to  answer 

What  Should  You  Do? 

Call  your  medication  management  experts. 

Sandlapper  Consultant  Pharmacists 

They  will  come  to  your  office  to 
consult  with  your  patients. 


e-mail:  eearmstrong@compuserve.com 


“Your  Prescription  For  Health” 
Thursdays:  10-1  lam  on  WISW  1320am 
Eldon  Armstrong  Pharmacist  Host 


Health 

Volunteers 

Overseas 


Health  Volunteerd 


Overdead  is  dedicated  to 
improving  the  availability 
and  quality  of  health  care  in 
developing  countries  through  training  and  education. 
Volunteer  your  dkilld!  Become  a member  of  Health  Volunteerd  Overdead! 


For  more  information,  call  202-296-0928 
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NOW  IS  THE  TIME! 

In  last  month’s  Journal,  I reported  about  our  imminent  success  in  the  U.S.  House  of  Representatives — the 
passage  of  the  Norwood-Dingell  bill  that  would  benefit  both  patients  and  physicians.  Unfortunately,  the 
days  of  basking  in  our  legislative  victory  were  short-lived.  There  is  evidently,  a contingent  within  the 
United  States  Congress  that  feels  deeply  that  organized  medicine  is  an  “evil  empire”  and  these  folks  are 
trying  hard  to  destroy  the  strides  that  have  been  made.  Several  issues  have  surfaced  recently  to  lead  me  to 
this  assumption. 

First,  the  Norwood-Dingell  Bill,  HR  2723,  was  passed  in  the  House  by  a margin  of  275-151 — a convincing 
victory.  A victory  that  suggested  Americans  had  spoken  through  their  elected  officials  telling  managed  care, 
“enough  is  enough!”  A conference  committee  was  appointed  from  the  House  to  meet  with  the  appointed 
Senate  conferees.  Only  one  of  the  twenty-one  members  appointed  to  this  committee  voted  FOR  the  Norwood- 
Dingell  bill!  The  other  twenty  members  voted  AGAINST  the  bill!  Fair?  I don’t  think  so! 

Second,  the  House  Judiciary  Committee  Chairman,  Henry  Hyde,  acting  on  orders  from  the  speaker’s  office, 
cancelled  the  mark-up  of  the  Campbell  Bill,  the  “Quality  Health-Care  Coalition  Act  of  1999.”  This  bill,  as 
you  recall,  would  give  antitrust  relief  to  physicians.  It  was  moving  along  nicely,  with  170  cosponsors, 
including  20  from  the  Judiciary  Committee!  Hyde’s  decision  means  the  bill  will  not  come  to  pass  before  the 
end  of  this  session.  When?  No  one  knows,  and  with  each  delay,  the  wind  is  taken  out  of  the  sails  of  the  bill’s 
supporters. 

Third,  Rep.  Tom  Bliley  (R-VA),  Chairman  of  the  House  Commerce  Committee,  is  campaigning  to  hold 
hearings  on  the  National  Practitioner  Data  Bank,  examining  the  feasibility  of  opening  it  to  the  public.  It 
appears  this  is  to  “get  back  at  the  AMA”  for  the  position  physicians  took  on  HMO  reform  and  recent  support 
of  the  Norwood-Dingell  legislation.  Fair?  Not  a bit.  Chairman  Bliley  has  also  blocked  legislation  to  correct 
the  inaccuracies  in  the  Balanced  Budget  Act  of  1997.  It  has  been  blocked  by  a failure  to  mark-up  corrective 
action  legislation. 

Ladies  and  Gentlemen  of  Medicine:  if  there  was  ever  a time  to  stand  up  for  your  rights  in  medicine  and  for 
the  rights  of  the  patients  we  take  care  of  every  day,  NOW  IS  THE  TIME!  Never  before  do  I remember  a 
time  when  so  many  things  are  going  against  us  in  medicine.  “These  are  the  times  that  try  men’s  souls,”  to 
coin  a phrase  from  the  Kingston  Trio’s  song,  the  MTA.  We  need  for  each  of  you  to  send  a letter,  fax,  e-mail 
or  telephone  call  to  your  elected  representatives  telling  them  how  you  feel  about  these  issues.  If  you  decide 
to  do  so,  please  send  a copy  of  your  correspondence  to  me  at  SCMA.  We  need  to  let  our  voices  be  heard!  It 
doesn’t  seem  right  that  a few  people  in  the  right  places  can  block  the  desires  and  the  needs  of  many,  but  that 
is  the  system  as  it  operates.  y* 


William  H.  Hester,  M.  D. 
President 


Volume  95  • December  1999 


443 


Moumal 


OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


Volume  95 
December  1999 
Number  12 


Contents 


Special  Issue:  Valvular  Heart  Disease  in 
the  Adult  Patient:  The  MUSC 
Approach 

Guest  Editor : Michael  E.  Assey,  M.D. 

449  Introduction 

Michael  E.  Assey,  M.D.,  E.  Conyers  O’Bryan, 
Jr.,  M.D. 

451  The  History  and  Physical  Examination 

Peter  C.  Gazes,  M.D. 

456  Echocardiography  in  the  Diagnosis  and 

Follow-up  of  Valvular  Heart  Disease 

Mary  B.  Frankis,  M.D. 

462  Heart  Catheterization  in  the  Patient  with 

Valvular  Heart  Disease 

Michael  E.  Assey,  M.D. 


465  Current  Concepts  in  Heart  Valve  Surgery 

Fred  A.  Crawford,  M.D.,  John  M.  Kratz,  M.D., 
James  L.  Zellner,  M.D.,  Scott  M.  Bradley,  M.D., 
Arthur  J.  Crumbley,  III,  M.D. 

470  Balloon  Aortic  Valvuloplasty:  Five  Year 
Experience  at  MUSC 

Bruce  W.  Usher,  Jr.,  M.D.,  Bruce  W.  Usher,  Sr., 
M.D. 

Features 

4,11  Alliance  Page 

478  Classifieds 

479  Index  to  Volume  95 

473  On  the  Cover 

443  President’s  Page 


Association 

475  CME  Calendar 

483  Gray  Matter 

445  SCMA  Newsletter 


THE  JOURNAL  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION  (ISSN  0038-3139)  - Published  monthly  by  the  South  Carolina 
Medical  Association  business  office:  3210  Femandina  Road,  Columbia,  SC  29210.  Mailing  Address:  P.  O.  Box  11188  Capitol  Station,  Colum- 
bia, SC  29211. 

(c) 

Copyright^  1999  by  the  South  Carolina  Medical  Association.  All  rights  reserved.  The  views  expressed  in  this  publication  are  those  of  the  writers 
and  do  not  necessarily  reflect  the  opinions  of  the  South  Carolina  Medical  Association. 

Subscription  price  to  non-members  $25.00.  SCMA  members’  subscription  cost  ($15.00)  included  with  payment  of  annual  dues.  Periodicals  postage 
paid  at  Columbia,  SC.  POSTMASTER:  Send  address  changes  to  The  Journal  of  the  South  Carolina  Medical  Association,  P.  O.  Box  11188, 
Columbia,  SC  29211 


EDITOR 

Charles  S.  Bryan,  M.D.,  Columbia 

EDITORIAL  BOARD 

Edward  E.  Kimbrough,  M.D.,  Columbia, 
Editor  Emeritus 

Jeff  Z.  Brooker,  M.D.,  Columbia 
Edgar  O.  Horger,  III,  M.D.,  Columbia 
Leslie  W.  Howard,  Jr.,  M.D.,  Spartanburg 
William  H.  Hunter,  M.D.,  Clemson 
E.  Carwile  LeRoy,  M.D.,  Charleston 
Robert  N.  Milling,  M.D.,  Columbia 
E.  Conyers  O’Bryan,  Jr.,  M.D.,  Florence 
J.  David  Osguthorpe,  M.D.,  Charleston 
Robert  M.  Sade,  M.D.,  Charleston 
Timothy  J.  Spurling,  M.D.,  Florence 
Charles  N.  Still,  M.D.,  Columbia 
Hunter  R.  Stokes,  M.D.,  Florence 
Hilton  P.  Terrell,  M.D.,  Florence 
W.  Curtis  Worthington,  Jr.,  M.D. Charleston 


MANAGING  EDITOR 

Dana  Kickey 

SCMA  OFFICERS 

William  H.  Hester,  M.D.,  President 

Roger  A.  Gaddy,  M.D.,  President-Elect 

Jerry  R.  Powell,  M.D.,  Secretary 

J.  Capers  Hiott,  M.D.,  Treasurer 

Robert  M.  Sade,  M.D.,  Speaker  of  the  House 

Andrew  J.  Pate,  M.D.,  Vice  Speaker  of  the  House 

Stephen  A.  Imbeau,  M.D,  Immediate  Past  President 

TRUSTEES 

Patrick  J.  Kelly,  M.D.,  First  District 
Oswald  J.  Mikell,  M.D.,  First  District 
Gerald  A.  Wilson,  M.D.,  Second  District 
James  J.  Hill,  Jr.,  M.D.,  Second  District 
Julius  L.  Leary,  Jr.,  Third  District 
John  P.  Evans,  M.D.,  Fourth  District  and 
Executive  Committee  Member  at  Large 
Boyce  Tollison,  M.D.,  Fourth  District  and 
Vice  Chairman  of  the  Board 
R.  Duren  Johnson,  Jr.,  M.D.,  Fifth  District 


and  Chairman  of  the  Board 
Kenneth  L.  DeHart,  M.D.,  Sixth  District 
William  N.  Boulware,  M.D.,  Sixth  District 
Gerald  E.  Harmon,  M.D.,  Seventh  District 
Ben  C.  Pendarvis,  M.D..  Eighth  District 
Timothy  S.  Llewelyn,  M.D., 'Ninth  District 
James  N.  Mock,  M.D.,  Young 
Physicians  Section  and  Clerk 
Randolph  D.  Smoak,  Jr.,  M.D.,  AMA  President-Elect 

DELEGATES  TO  THE  AMA 

Walter  J.  Roberts,  Jr.,  M.D.,  Delegate 
Daniel  W.  Brake,  M.D.,  Delegate 
J.  Chris  Hawk,  III,  M.D..  Delegate 
Roger  A.  Gaddy,  M.D..  Delegate 
J.  Capers  Hiott,  M.D.,  Alternate 
Carol  S.  Nichols,  M.D.,  Alternate 

R.  Duren  Johnson,  Jr.,  M.D..  Alternate 

S.  Nelson  Weston,  M.D.,  Alternate 

CHIEF  EXECUTIVE  OFFICER 

Mr.  William  F.  Mahon 


444 


The  Journal  of  the  South  Carolina  Medical  Association 


SCMA  NEWSLETTER 

A PUBLICATION  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


Dana  Kickey,  Editor 

(803)  798-6207,  in  Columbia  • (800)  327-1021,  statewide 
Visit  our  website:  www.scmanet.org 


December  1999 

MEDICAID  UPDATE 


Rate  Adjustment  for  Medicaid  Injection  Codes 
In  order  to  address  projected  budgetary  shortfalls,  the 
South  Carolina  Department  of  Health  and  Human  Ser- 
vices must  implement  an  adjustment  to  the  reimburse- 
ment rates  for  injectable  drugs.  Effective  October  1, 1999, 
injection  codes  will  be  reimbursed  at  the  lesser  of  the 
current  Medicaid  rate  or  Average  Wholesale  Price  (AWP) 
minus  13  percent.  Rates  were  previously  paid  by  the  AWP 
minus  ten  percent. 


In  addition  to  the  drug  code,  physicians  should  bill  90782, 
which  includes  the  syringe,  needle,  and  administration 
of  the  drug.  Office  E/M  visits  and  additional  office  ser- 
vices are  allowed  to  be  billed  separately  from  injection 
codes.  If  the  administration  of  the  drug  is  the  only  reason 
for  the  visit,  only  a minimal  established  office  E/M  visit 
is  allowed  in  addition  to  the  administration  code  and  the 
drug  code.  Minimal  office  visits  include  the  observation 
time,  if  indicated. 


MEDICARE  / MEDICAID  COALITION  WORKSHOPS 

Medicare  and  Medicaid  have  both  agreed  to  work  with  the  SCMA  to  present  workshops  for  our  members.  The 
Medical  Economics  Department  at  the  SCMA  has  the  first  workshop  scheduled  for  Wednesday,  January  12, 
2000  at  the  SCMA,  These  workshops  at  the  SCMA  headquarters  will  be  free  for  SCMA  members  and  their  staff. 

During  the  workshops,  each  agency  will  present  updates  for  year  2000,  followed  by  a question  and  answer 
period.  Physicians  or  their  office  staff  may  attend  either  workshop  or  both. 

Medicare  9:00  a.m.  to  10:45  a.m.  Medicaid  11:00  a.m.  to  12:45  p.m. 

Physician  practices  are  asked  to  forward  any  questions  they  may  have  for  Medicare  and  Medicaid  to  Kelly 
Danias  in  the  SCMA's  Medical  Economics  Department  by  Thursday,  December  30,  1999.  Questions  may  be 
submitted  in  typed  format  via  mail,  fax,  or  e-mail.  Please  contact  Kelly  Danias  at  (803)  798-6207,  statewide  at 
(800)  327-1021,  extension  236,  or  via  e-mail  at  kelly@scmanet.org  to  have  a registration  form  sent  to  you  for 
these  free  workshops. 


MEDICARE  UPDATE 


Claims  With  Service  Dates  Prior  to  Year  2000. 

From  January  1 until  17,  2000,  claims  having  dates  of 
service  only  occurring  during  the  calendar  year  1999  or  a 
previous  year  will  continue  to  be  processed  and  paid  us- 
ing the  appropriate  payment  rates.  However,  because  of 
the  way  Medicare's  system  functions,  any  claim  received 
from  January  1 until  January  17,  2000,  that  includes  ser- 
vices occurring  during  calendar  year  2000  and  previous 
years  will  be  held  in  its  entirety  until  January  17.  If  you 
have  a claim  with  dates  of  service  occurring  both  in  2000 
and  in  a previous  year,  you  should  send  in  two  separate 
claims. 


Medicare  claims  for  dates  of  service  January  1,  2000,  to 
January  16,  2000,  received  during  January  1,  2000, 
through  January  17,  2000,  will  be  held  and  not  processed 
until  January  17,  2000.  Normal  interest  rules  will  apply. 
The  Medicare  Physician  Fee  Schedule  Database  should 
follow  normal  schedule.  Provider  offices  should  be  ready 
to  file  as  usual  with  electronic  and  hardcopy  claims. 

Urgent!  Y2K  Testing  Instructions 
Palmetto  Government  Benefits  Administrators,  LLC  asks 
electronic  submitters  to  begin  testing  as  soon  as  possible 
to  ensure  their  computer  billing  applications  can  submit 
( Medicare , continued  on  page  4) 


ADULT  PROTECTION:  BUILDING  A PROTOCOL 


by  Mavis  Riley 

South  Carolina  may  be  the  first  state  in  the  nation  to 
have  a medical/legal  protocol  for  vulnerable  adult  vic- 
tims of  physical  abuse,  neglect,  or  chronic  sexual  assault. 
When  one  thinks  of  abuse,  the  tendency  is  to  focus  on 
child  and  spousal  abuse.  The  problems  of  child  and  spou- 
sal abuse  are  well  documented,  and  extensive  efforts  have 
been  made  by  both  social  service  agencies  and  law  en- 
forcement to  combat  these  activities. 

Coming  to  the  forefront,  however,  is  the  problem  of 
vulnerable  adult  abuse.  As  demographics  demonstrate, 
our  population  is  aging  and  there  is  an  increased  focus 
on  issues  dealing  with  the  elderly.  Another  rarely  ad- 
dressed aspect  of  abuse,  neglect,  or  exploitation  is  that 
these  crimes  can  be  perpetrated  on  other  high  risk  adults 
such  as  people  with  physical  or  mental  disabilities.  These 
vulnerable  adults  often  go  unnoticed  in  any  discussion  of 
abuse,  neglect,  and  exploitation. 

While  a number  of  persons  with  disabilities  and  the  eld- 
erly are  in  institutions,  more  are  staying  in  their  local 
community  with  social  services  and  medical  supports. 
With  increased  placement  of  these  vulnerable  adults  in 
communities  comes  the  increased  exposure  to  abuse,  ne- 
glect, and  exploitation.  Additionally,  as  more  people  with 
disabilities  are  living  and  working  in  communities,  and 
exercising  their  independence,  the  risks  of  being  victim- 
ized are  also  increased. 

Initiated  in  December  1995,  the  Adult  Protection  Co- 
ordinating Council  spearheaded  an  effort  to  develop  a 
protocol  to  be  completed  by  physicians  and  provided  to 
law  enforcement  as  evidence  for  prosecution  in  cases  of 
abuse,  neglect,  and  chronic  sexual  assault  of  vulnerable 
adults.  The  Council  was  established  under  the  auspices 
of  the  Department  of  Health  and  Human  Services  with 
the  passage  of  the  Omnibus  Adult  Protection  Act  effec- 
tive September  1993.  The  Council  was  created  because 
of  the  depth  of  concern  about  the  need  for  frequent,  con- 
tinued coordination  and  cooperation  among  the  entities 
involved  in  the  adult  protection  system.  The  22-member 
Council  was  convened  in  February  1994,  and  is  composed 
of  20  public  and  private  organizations  and  two  guberna- 
torial appointees.  Staffing  for  the  Council  is  provided  by 
the  Division  of  Community  Long  Term  Care.  It  is  be- 
lieved to  be  the  only  council  of  its  type  in  the  United  States.  At 
the  time  research  was  conducted  in  1996,  some  states  had  do- 
mestic violence  protocols;  however,  no  state  was  found  to  have 
a medical/legal  protocol  for  vulnerable  adult  victims. 

The  Council  established  an  ad-hoc  committee  to  de- 
velop the  vulnerable  adult  protocol  utilizing  the  children’s 
physical  abuse  and  chronic  sexual  assault  protocols  as 
models.  All  protocols  are  the  property  of  the  State  Law 
Enforcement  Division  (SLED)  and  are  completed  solely 
for  the  purpose  of  evidence  collection  for  prosecution. 
The  Division  of  Victim  Assistance  (DOVA),  Office  of 
the  Governor,  has  statutory  authority  and  appropriations 


to  reimburse  hospitals  and  physicians  for  the  completion 
of  the  protocols. 

While  diverging  from  its  original  mission  of  protecting 
vulnerable  adults,  the  initial  efforts  of  the  ad  hoc  com- 
mittee focused  on  the  development  of  a comprehensive 
children’s  protocol  by  combining  and  revising  the  two 
existing  children’s  protocols.  Based  upon  this  model,  the 
vulnerable  adult  protocol  was  developed  with  extensive 
collaboration  and  coordination  with  SLED,  DOVA,  phy- 
sicians, prosecutors,  law  enforcement,  the  S.C.  Healthcare 
Alliance,  and  social  service  personnel.  No  changes  were 
made  to  the  acute  sexual  assault  kits  for  children  or  adults. 

The  revised  children’s  protocol  was  piloted  in  four 
children’s  centers  across  the  state;  and  in  January  1998, 
the  children’s  protocol  was  implemented  statewide  by 
SLED  following  training.  The  vulnerable  adult  protocol 
was  piloted  in  five  hospital  emergency  rooms  across  the 
state  with  the  pilot  ending  April  30, 1998.  The  volume  of 
utilization  of  the  vulnerable  adult  protocol  was  very  low. 
A committee  has  been  established  to  collaborate  with 
SLED,  DOVA,  the  South  Carolina  Medical  Association, 
the  South  Carolina  Health  Alliance,  law  enforcement,  and 
social  services  to  address  the  medical  staff  training  needed 
to  implement  the  protocol  statewide. 

The  protocol  will: 

• Provide  documentation  of  medical  evidence  for  the 
prosecution  of  perpetrators  of  physical  abuse,  neglect, 
and  chronic  sexual  assault  of  vulnerable  adults. 

• Enhance  prosecutions  of  crimes  against  vulnerable 
adults. 

• Provide  for  a comprehensive  medical  and  physical 
assessment  of  the  victim. 

• Require  information  and  examination  of  the  victim 
which  may  otherwise  be  overlooked. 

• Enhance  awareness  of  the  problem  of  vulnerable  adult 
abuse  and  neglect  among  physicians  and  other 
medical  providers  and  as  a result,  increase 
identification  and  reporting  of  vulnerable  adult 
victims. 

• Serve  as  an  assessment  tool  to  assist  physicians  in 
determining  the  care  needs  of  the  victim  and  provide 
information  that  will  assist  the  physician  in  making 
appropriate  referrals  to  meet  those  needs. 

Estimating  the  number  of  victims  for  whom  a protocol 
would  be  completed  has  been  difficult.  However,  the 
number  is  expected  to  be  low  and  most  of  the  victims 
will  have  Medicare  and/or  Medicaid  coverage,  thus  mini- 
mizing the  impact  on  DOVA’s  budget.  The  Department 
of  Social  Services  has  estimated  approximately  100  cases 
per  year  are  prosecuted,  and  therefore  would  be  the  cases 
likely  to  have  a protocol  completed.  For  residents  of  fa- 
cilities, the  physician  may  document  in  the  family  medi- 
cal record  and  a protocol  may  not  be  completed. 

It  is  believed  the  vulnerable  adult  protection  protocol 

(Adult  Protection , continued  on  page  3) 
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PHYSICIANS  CARE  NETWORK  UPDATE 

Currently,  there  are  8376  participating  physician  locations,  899  participating  ancillary  locations  and  97  partici- 
pating hospitals.  PCN  has  132  contracted  groups  with  65,140  covered  lives.  We  will  continue  to  provide 
information  as  contracts  are  received. 


NEW  GROUPS: 

• Wire  Industries;  effective  10-1-99 

TERMINATIONS: 

• Paradigm;  effective  11-1-99 

• Ohio  Heritage;  effective  11-1-99 

• Naturechem;  effective  11-1-99 

• Hyman  Paper  Company;  effective  11-1-99 

• Silkworm;  effective  11-1-99 

• Korn  Industries:  effective  12-1-99 

REMINDER: 

DO  NOT  SEND  PHYSICIANS  CARE  NETWORK 
NON-PAR  CLAIMS!! 

Please  look  on  the  patient's  card  for  the  correct  ad- 
dress to  send  non-par  claims.  If  you  are  unsure  of  your 
participation  status,  please  call  Provider  Relations 
Department’s  toll  free  number  at  1-888-323-9271  or 
(803)  771-0077  to  verify. 

NON-PARTICIPATING  CLAIMS  SENT  TO  THE 
WRONG  ADDRESS  WILL  SLOW  DOWN 
PAYMENT  OF  YOUR  CLAIM! 


Please  remember  to  keep  PCN  current  with  any  tax  ID 
or  address  changes.  Please  fax  that  information  to  PCN 
attn:  Provider  Relations  803-771-9474,  or  mail  to  the 
new  address  as  listed  below. 

REMINDER: 

PCN  has  a new  address  for  mailing  of  all 
PARTICIPATING  claims: 

Physicians  Care  Network 
PO.  Box  101111 
Columbia,  SC  292 11-1111 

PCN  has  a new  address  for  other  correspondence: 

Physicians  Care  Network 

121  Executive  Center  Drive 

Congaree  Building 

Suite  203 

Columbia,  SC  29210 

COMING  IN  JANUARY  2000 

Physicians  Care  Network  is  implementing  EDI 
capabilities. 


WORKSHOPS 


BASIC  CPT  CODING  BASIC  ICD-9  CODING 

January  26,  2000  January  27,  2000 


CPT  (Current  Procedural  Terminology)  coding  is  the  ba- 
sis for  all  payments  in  a physician’s  practice.  By  attend- 
ing this  course,  you  will  become  familiar  with  the  types 
of  services  represented  by  this  coding  system.  You  will 
leam  how  to  select  codes  for  your  practice,  as  well  as  the 
rules  and  conventions  that  guide  the  use  of  CPT  codes. 
Register  by  January  17,  2000. 

9:00  a.m.  - 4:00 pm.;  Registration:  8:30  am. 

Columbia,  Clarion  Town  House  Hotel 


ICD-9-CM  (International  Classification  of  Diseases, 
Clinical  Modification)  is  the  standard  mechanism  for  re- 
cording the  reason  for  the  performance  of  medical  ser- 
vices for  physicians  and  hospitals.  Payment  from  carriers 
depends  on  the  accurate  representation  of  “medical  ne- 
cessity” through  diagnosis  coding.  This  class  will  cover 
the  ICD-9  coding  system  and  how  it  is  used  in  physician 
offices.  Register  by  January  17,  2000. 

9:00  a.m.  - 4:00 p.m.;  Registration:  8:30  a.m. 

Columbia,  Clarion  Town  House  Hotel 


Space  in  each  program  is  limited,  so  be  sure  to  register  early.  If  you  have  any  questions,  please  contact  Melissa 
Hamby,  ext.  253,  at  798-6207  in  Columbia,  or  at  (800)  327-1021  statewide,  or  by  e-mail  at  melissa@sctnanet.org. 


(Adult  Protection,  continued  from  page  2) 

combined  with  other  initiatives  of  the  Council  will,  over  time,  raise  the  level  of  awareness  of  the  problem  of 
vulnerable  adult  abuse,  neglect,  and  exploitation  and  increase  prosecutions  of  perpetrators  of  these  crimes.  Greater 
protection  from  harm  will  be  afforded  the  state’s  most  vulnerable  citizens  who  are  unable  to  provide  for  their 
own  care  and  protection. 

Reprinted  with  permission  from  the  author 
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(Medicare,  continued  from  page  1) 

claim  data  containing  future  dates  to  the  Palmetto  GBA, 
LLC  host.  This  testing  is  not  intended  as  a certification 
mechanism  for  your  computer  billing  system,  but  will 
provide  you  with  a Receipt  Listing  (Error  Report)  that 
relates  your  system’s  ability  to  submit  future  dates  to  Pal- 
metto GBA,  LLC  or  indicates  the  types  of  front  end  edit 
errors  incurred  by  your  test  submission.  The  claims  data 
entry  product  provided  by  Palmetto  GBA,  LLC  for  elec- 
tronic submitters  of  Medicare  Part  B claims,  PACE-B,  is 
Year  2000  ready  and  will  send  future  dates.  You  are  urged 
to  complete  this  testing  as  soon  as  possible!  The  Pal- 
metto GBA,  LLC  Electronic  Media  Claims/Electronic 
Data  Interchange  Help  Line  at  (803)  788-9751  will  ad- 
dress questions  regarding  testing. 

Fax  Numbers  Have  Changed 

The  Palmetto  Government  Benefits  Administrators,  LLC's 
staff  have  moved  into  their  new  building.  Although  their 
telephone  numbers  did  not  change,  their  FAX  numbers 
did. 

Education  (803)935-9182 

Provider  Certification  (803)  935-0142 

Medicare  Secondary  Payor  (803)  935-1059 

Customer  Service  (803)  935-0595 

Injectable  Drug  Fee  Schedule 

The  most  recent  update  of  Medicare's  injectable  drug  fee 
schedule  was  published  in  the  November  1999  Medicare 
Advisory.  The  fee  schedule  is  updated  quarterly.  Prices 
are  effective  for  claims  processed  on  or  after  December 
1,  1999. 


the  AWP  multiplied  by  the  number  of  units.  The  non- 
participating allowance  is  95%  of  the  participating  al- 
lowance. The  limiting  charge  amount  is  115%  of  the  non- 
participating allowance.  If  you  are  billing  for  more  than 
one  unit  of  a particular  drug,  take  95%  of  the  participat- 
ing allowance  and  multiply  by  the  number  of  units  used 
to  get  the  non -participating  amount.  Go  one  step  further 
and  multiply  the  non-participating  amount  by  115%  to 
get  the  limiting  charge.  If  you  need  a price  for  a code  that 
does  not  appear  in  the  Medicare  Advisory , please  call  the 
Medicare  Part  B Customer  Service  Center  at  (803)  788- 
5568. 

Note:  Currently  the  Injectable  Drug  Fee  Schedule  is  up- 
dated each  quarter  on  the  first  of  March,  June,  Septem- 
ber and  December.  Effective  January  1, 2000,  this  sched- 
ule will  change.  The  new  schedule  will  result  in  quar- 
terly updates  on  the  first  of  January,  April,  July  and  Oc- 
tober. The  January  1,  2000  updates  will  be  published  in 
the  2000  Medicare  Physician  Fee  Schedule. 

Multiple  (Gang)  Visits  in  Congregate  Care  Settings 
The  Health  Care  Financing  Administration  (HCFA)  has 
recognized  problems  in  congregate  care  settings  that  war- 
ranted a special  focus  in  the  1999  Comprehensive  Plan 
for  Program  Integrity.  HCFA  recognizes  the  potential  for 
abuse  and/or  fraud  in  these  settings  in  two  areas: 

1 . Services  are  provided  to  most  or  all  of  a group  of  con- 
gregated beneficiaries,  whether  or  not  the  service  or  sup- 
plies were  medically  necessary  for  the  individual  patient. 

2.  Providers  may  bill  for  services  not  furnished  because 
of  convenient  access  to  Medicare  numbers. 


Palmetto  GBA,  LLC  will  carefully  scrutinize  providers 
who  exclusively  bill  in  congregate  care  settings  or  who 
make  claims  for  unreasonable  numbers  of  services  within 
a congregate  care  setting. 


“YOUR  WISH  HAS  BEEN  GRANTED” 

SCMA  Financial  Services,  Inc.,  is  finally  able  to  expand  its  product  line  beyond  the  realm  of  physicians.  Our  new 
fully  insured  product  is  called  Central  Reserve  Life.  It  is  a top  quality,  national  health  carrier  that  already  covers 
over  12,000  lives  in  the  state  of  South  Carolina.  Central  Reserve  Life  will  also  be  utilizing  our  PPO  network, 
Physicians  Care  Network.  This  union  will  make  Central  Reserve  Life  extremely  attractive  to  all  industries  and 
individuals. 

For  additional  information,  please  contact  Mary  Robertson  at  (800)  327-1021,  ext.  401. 


MARK  YOUR  CALENDAR 

The  SCMA’s  Annual  Meeting  and  Scientific  Assembly  is  scheduled  for 
April  27-30,  2000,  at  the  Charleston  Place  Hotel, 
Charleston,  South  Carolina. 


The  Injectable  Drug  Fee  Schedule  is  based  on  the  lesser 
of  the  median  average  wholesale  price  (AWP)  of  the  ge- 
neric forms  or  the  lowest  brand  name  product  AWP.  For 
participating  providers,  the  allowed  amount  is  95%  of 
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VALVULAR  HEART  DISEASE  IN  THE  ADULT  PATIENT: 
THE  MUSC  APPROACH 

INTRODUCTION 

MICHAEL  E.  ASSEY,  M.D.* 

E.  CONYERS  O’BRYAN,  JR.,  M.D. 


For  over  fifty  years,  the  Medical  University  of 
South  Carolina  has  been  a world  leader  in  valvu- 
lar heart  disease.  Before  cardiac  expertise  spread 
throughout  our  state,  thousands  of  patients  with 
congenital  and  acquired  valvular  disease  traveled 
to  Charleston  and  were  followed  on  a regular  ba- 
sis at  the  MUSC  Heart  Clinic.  These  patients  were 
talked  to,  examined,  and  managed  by  thousands 
of  students  and  residents  who  are  now  practicing 
physicians  in  our  state.  Dr.  Horace  Smithy,  one  of 
the  first  full-time  faculty  members  of  the  MUSC 
Department  of  Surgery,  was  a pioneer  in  cardiac 
surgery  for  rheumatic  mitral  stenosis.  In  recent 
years,  basic  research  at  the  cellular  and  animal  level 
as  well  as  clinical  studies  in  patients,  have  answered 
important  questions  in  patients  with  valvular  heart 
disease.  These  include  understanding  how  the  heart 
and  its  isolated  cells  respond  to  pressure  and  vol- 
ume overload,  determining  the  optimal  time  for 
valve  surgery  and  refining  advanced  surgical  tech- 
niques. 

Despite  a marked  reduction  in  the  United  States’ 
incidence  of  rheumatic  fever,  physicians  through- 
out South  Carolina  are  seeing  more  patients  with 


* Address  correspondence  to  Dr.  Assey  at  Division 
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valvular  heart  disease.  This  is  due  to  many  rea- 
sons. One  is  the  increased  number  of  elderly  pa- 
tients living  long  enough  to  develop  degenerative 
valve  disease.  A second  reason  is  the  increasing 
number  of  Asian  and  Hispanic  patients  in  our  state, 
who  come  from  areas  of  the  world  where  rheu- 
matic heart  disease  is  still  prevalent.  In  the  larger 
pool  of  elderly  patients,  stenosis  of  a three  cusp 
aortic  valve  or  progression  to  aortic  stenosis/aor- 
tic insufficiency  of  a congenitally  bicuspid  aortic 
valve  provides  the  greatest  number  of  aortic  steno- 
sis and  aortic  insufficiency  patients.  The  elderly 
may  also  develop  mitral  insufficiency  due  to  rup- 
ture of  a chordae  tendineae  or  due  to  papillary 
muscle  dysfunction  secondary  to  coronary  artery 
disease.  In  addition,  a significant  number  of  pa- 
tients with  dilated  congestive  cardiomyopathy  will 
have  mitral  and/or  tricuspid  insufficiency  second- 
ary to  ventricular  remodeling  and  subsequent  an- 
nular dilation.  For  all  of  these  reasons,  it  is  essential 
that  the  practicing  physician  in  South  Carolina  be 
able  to  recognize  and  participate  in  the  manage- 
ment of  patients  with  various  types  of  valvular  heart 
disease. 

This  symposium  is  written  for  the  practicing 
physician,  with  the  hope  that  patients  with  signifi- 
cant valvular  disease  will  be  recognized  sooner,  so 
that  those  in  need  of  surgery  can  be  done  at  an  ear- 
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lier  point  in  the  natural  history  to  allow  for  the  best 
surgical  result.  Better  anesthesia  and  new  tech- 
niques of  surgery  make  it  possible  to  operate  with 
a lower  morbidity  and  mortality.  This  enables  less 
symptomatic  patients  with  better  preserved  ven- 
tricular function  to  be  operated  with  resulting  bet- 
ter long-term  results.  A major  advance  has  been 
our  ability  to  repair  many  valve  lesions,  prevent- 
ing the  need  for  chronic  anticoagulation  when  a 
prosthetic  valve  is  placed.  Non-surgical  balloon 
procedures,  particularly  mitral  valvuloplasty,  have 
expanded  the  indications  for  earlier  treatment.  In- 
deed, mitral  valvuloplasty  is  so  successful  that  it  is 
offered  to  mildly  symptomatic  or  even  asymptom- 
atic mitral  stenosis  patients  when  pulmonary  ar- 
tery pressures  are  elevated  at  rest  or  with  exercise. 

In  the  first  article  of  this  five-part  monograph, 
Dr.  Peter  Gazes  discusses  the  history  and  physical 
exam.  Each  of  the  major  cardiac  valve  disorders  is 
discussed  and  the  variable  presentation  of  acute 
versus  chronic  insufficiency  of  the  aortic  and  mi- 
tral valves  is  emphasized. 

The  role  of  non-invasive  imaging,  especially 
echocardiography  with  Doppler,  is  emphasized  in 
Part  II  by  Dr.  Mary  Frankis.  The  last  decade  has 
shown  dramatic  improvement  in  imaging  technol- 
ogy and  in  our  understanding  of  the  natural  his- 
tory of  valvular  heart  disease.  Our  non-invasive 
assessment  of  acute  and  chronic  valvular  heart  dis- 
ease is  so  good,  that  many  consider  the  primary 
role  of  catheterization  in  these  patients  to  be  the 
demonstration  of  coronary  anatomy. 


Despite  these  impressive  non-invasive  tech- 
niques, most  adult  patients  with  valvular  heart  dis- 
ease undergo  cardiac  catheterization  prior  to  valve 
surgery  or  valvuloplasty.  The  role  of  the  heart  cath- 
eterization is  discussed  in  Part  III  of  the  sympo- 
sium by  Dr.  Michael  Assey.  Difficult  management 
problems,  such  as  deciding  when  to  operate  in  a 
patient  with  low  gradient  aortic  stenosis,  are  dis- 
cussed. Alternatives  to  the  traditional  measurement 
of  aortic  valve  area,  such  as  the  role  of  aortic  valve 
resistance,  reflect  research  done  at  MUSC  in  the 
recent  past. 

Dr.  Fred  Crawford  and  his  colleagues  describe 
current  concepts  in  heart  valve  surgery.  They  em- 
phasize the  evolution  of  surgical  philosophy  and 
improved  technical  abilities  that  have  evolved  as 
over  200  patients  each  year  undergo  some  type  of 
valve  procedure  at  MUSC. 

Finally,  Dr.  Bruce  W.  Usher,  Jr.  and  Dr.  Bruce 
W.  Usher,  Sr.  conclude  the  symposium  with  a dis- 
cussion of  aortic  valvuloplasty,  detailing  the  MUSC 
experience  over  the  past  five  years.  This  technique 
has  been  discarded  by  many  but  still  has  indica- 
tions in  certain  types  of  patients,  namely  those  not 
well  enough  to  undergo  aortic  valve  surgery.  It  is 
important  that  a center  like  MUSC  maintains  an 
expertise  in  this  technique  to  help  such  patients. 

We  hope  that  this  symposium  raises  the  level  of 
awareness  of  valvular  heart  disease  in  our  state. 
Physicians  are  encouraged  to  look  for  and  refer 
appropriate  patients  earlier,  thereby  allowing  them 
to  take  advantage  of  the  many  recent  advances  in 
the  care  of  patients  with  valvular  heart  disease. 
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MITRAL  VALVE  DISEASE 
Mitral  Insufficiency 

Mild  or  moderate  mitral  insufficiency  may  not  pro- 
duce symptoms  for  many  years.  However,  the  de- 
velopment of  ruptured  chordae  or  bacterial 
endocarditis  may  change  the  picture  suddenly  into 
a more  severe  type  with  prominent  symptoms.  Un- 
less one  of  these  events  occurs,  the  patient  will 
remain  asymptomatic  until  the  left  ventricle  be- 
gins to  decompensate.  When  this  occurs,  symp- 
toms of  fatigue,  weakness,  exertional  dyspnea,  and 
at  times  orthopnea  develop.  Acute  pulmonary 
edema  occurs  much  less  frequently  with  mitral  in- 
sufficiency than  in  mitral  stenosis.  The  onset  of 
atrial  fibrillation  may  aggravate  the  failure  and 
make  the  patient  aware  of  palpitations. 

Clinically,  with  moderate  or  severe  degrees  of 
regurgitation,  beside  the  high-pitched,  blowing, 
usually  holosystolic  apical  murmur  radiating  over 
the  precordium  into  the  left  axilla  and  back,  there 
is  a marked  lift  in  the  left  parasternal  region  (left 
atrial  lift)  and  a prominent  hyperdynamic  apical 
impulse  with  a left  ventricular  lift.  The  atrial  lift 
is  more  delayed  in  systole  than  that  of  right  ven- 
tricular enlargement  and  falls  off  more  rapidly.  The 
murmur  does  not  vary  significantly  during  respi- 
ration or  with  variations  in  the  cardiac  cycles.  The 
intensity  of  the  murmur  does  not  correlate  with  the 
severity  of  mitral  insufficiency.  The  first  heart 
sound  may  be  diminished,  and  because  the  dura- 
tion of  systole  may  be  shortened,  there  can  be  split- 
ting of  the  second  sound  due  to  the  early  aortic 
valve  closure.  In  addition,  a prominent  third  heart 
sound  may  be  present  because  of  rapid  filling  of 
the  left  ventricle  in  early  diastole.  This  filling  wave 
may  be  palpable  in  early  diastole.  Atrial  fibrilla- 
tion usually  develops  in  the  later  stages.  The  mur- 
mur of  tricuspid  insufficiency  may  be  confused 
with  mitral  insufficiency  but  is  usually  louder  with 
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inspiration. 

Patients  with  mitral  valve  prolapse  may  be  as- 
ymptomatic or  complain  of  chest  pain,  dyspnea  and 
fatigue,  palpitations,  dizziness,  and  syncope. 
Rarely  the  pain  suggests  angina.  Their  dyspnea  is 
rather  vague  and  occurs  usually  at  rest.  Palpita- 
tions often  prompt  such  patients  to  see  a physi- 
cian, and  many  have  arrhythmias.  Dizziness  and 
syncope  can  occur,  but  these  symptoms  may  not 
correlate  with  arrhythmias.  Transient  cerebral  is- 
chemic episodes  have  also  been  observed. 

Patients  with  mitral  valve  prolapse  often  have 
pectus  excavatum  or  carinatum,  straight  spine,  or 
scoliosis  as  noted  with  Marfan’s  syndrome.  Middle 
or  late  systolic  clicks  alone  or  followed  by  a sys- 
tolic murmur  are  often  noted.  Mitral  regurgitation 
is  due  to  the  loss  of  coaptation  produced  by  pro- 
lapse of  a part  of  the  mitral  leaflets.  There  may  be 
one  isolated  click  or  multiple  clicks  that  reach  their 
peak  intensity  at  the  time  of  maximal  leaflet  pro- 
lapse. The  murmur  is  often  crescendo  or  cre- 
scendo-decrescendo and  may  extend  through  the 
aortic  second  sound.  The  murmur  may  be  musi- 
cal, sounding  like  a “whoop”  or  a “honk.”  The 
clicks  and  murmurs  can  be  variable  because  they 
depend  on  several  hemodynamic  factors;  namely, 
left  ventricular  volume,  contractility,  and  systemic 
blood  pressure.  Altering  these  factors  can  change 
the  auscultatory  findings.  Any  maneuver  that 
makes  the  left  ventricular  cavity  smaller  (decrease 
in  end-diastolic  left  ventricular  volume)  will  ac- 
centuate the  degree  of  prolapse.  This  includes 
standing,  Valsalva  maneuver,  submaximal 
handgrip,  and  amyl  nitrate  inhalation.  One  should 
listen  to  the  patient  lying,  standing,  and  squatting. 
Left  ventricular  volume  is  reduced  on  standing  and 
leaflet  redundancy  is  more  prominent  and  prolapse 
occurs  earlier  in  systole,  so  that  the  click  and  mur- 
mur occur  earlier,  toward  the  first  heart  sound.  In 
fact,  occasionally  the  auscultatory  findings  can  be 
noted  only  on  standing.  Squatting  will  increase 
venous  return,  systemic  vascular  resistance,  ab- 
dominal pressure,  systolic  blood  pressure,  and  left 
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ventricular  end-diastolic  volume,  delaying  the 
onset  of  prolapse,  and  the  click  and  murmur  move 
toward  the  second  heart  sound.  The  loudness  of 
the  auscultatory  events  depends  on  left  ventricu- 
lar systolic  pressure. 

Acute  Mitral  Insufficiency 
The  picture  of  acute  mitral  insufficiency  is  one  with 
sudden  onset  of  heart  failure  (even  pulmonary 
edema),  S4  and  S3  gallops,  normal-sized  heart,  and 
sinus  rhythm  rather  than  atrial  fibrillation.  The  left 
atrium  may  be  of  normal  size  or  moderately  en- 
larged, since  the  insufficiency  is  acute,  whereas 
the  chronic  types  produce  a huge  left  atrium.  The 
systolic  apical  murmur,  instead  of  being  the  blow- 
ing pansystolic  type,  may  be  rather  harsh  and  of 
the  ejection  type.  The  murmur  may  be  decrescendo 
and  stop  before  the  second  sound  because  the  pres- 
sure gradient  between  the  left  ventricle  and  atrium 
declines  at  the  end  of  systole  in  view  of  the  very 
high  V wave.  If  the  chordae  of  the  posterior  leaf- 
let are  involved,  the  murmur  may  be  referred  to 
the  aortic  area  simulating  aortic  stenosis.  If  there 
is  rupture  of  the  chordae  of  the  anterior  leaflet,  the 
murmur  can  be  transmitted  posteriorly  to  the  spine 
and  can  be  heard  at  times  on  the  top  of  the  head.  A 
systolic  thrill  may  be  palpated  at  the  apex,  and  the 
apical  impulse  can  be  hyperactive. 

Mitral  Stenosis 

The  main  symptom  of  mitral  stenosis  is  dyspnea. 
Pulmonary  alveolar  congestion  or  interstitial 
edema  of  the  lungs  produces  dyspnea.  At  the  be- 
ginning the  dyspnea  may  be  exertional.  This 
gradually  increases  to  the  point  where  it  occurs 
with  little  activity.  Orthopnea  may  develop  later. 
In  addition,  nocturnal  cough  becomes  a prominent 
feature.  Hemoptysis  usually  indicates  early  pul- 
monary venous  hypertension.  Later,  with  increas- 
ing venous  hypertension,  the  bronchial  veins 
become  thickened  and  less  likely  to  break  and  pro- 
duce hemoptysis.  At  times  the  patient  may  have 
pulmonary  edema,  and  the  diagnosis  is  overlooked 
because  the  murmur  is  obscured  by  the  wheezing. 
One  should  suspect  mitral  stenosis  in  a young  per- 
son who  develops  sudden  pulmonary  edema  asso- 
ciated with  pregnancy,  intercourse,  physical 
exertion,  or  emotional  trauma.  In  the  past  many 
patients  with  mitral  stenosis  have  been  treated  for 


chronic  bronchitis  and  pulmonary  infections.  These 
latter  findings  are  often  associated  with  the  chronic 
venous  hypertension  of  mitral  stenosis.  The  dilated 
left  atrium  and  pulmonary  artery  can  compress  the 
left  recurrent  laryngeal  nerve  and  cause  hoarseness 
(Ortner  syndrome).  Atrial  arrhythmias  may  make 
the  patient  aware  of  palpitations.  A systemic  em- 
bolism may  produce  the  first  symptoms.  Rarely,  a 
ball  valve  thrombus  can  develop  and  produce  syn- 
cope. The  patient  may  have  the  mitral  facies,  pink- 
ish-purple cheeks.  This  type  of  patient  usually  has 
a low  cardiac  output  and  systemic  vasoconstriction 
secondary  to  severe  mitral  stenosis.  The  arterial 
pulse  is  usually  normal  and  the  jugular  venous  pulse 
may  show  a prominent  “A”  wave,  if  there  is  sinus 
rhythm  and  elevated  pulmonary  vascular  resistance. 
A right  ventricular  lift  may  be  present,  and  a dias- 
tolic thrill  may  be  palpable  at  the  apex,  especially 
in  the  left  lateral  recumbent  position.  A very  large 
right  ventricle  can  produce  an  apical  impulse  that 
may  be  interpreted  as  a left  ventricular  lift.  In  such 
cases  the  left  ventricle  is  small  and  is  displaced  pos- 
teriorly. The  second  sound  is  usually  loudest  in  the 
pulmonic  area,  and  the  first  sound  is  loud  at  the 
apex  (when  the  mitral  valve  is  flexible).  An  open- 
ing snap,  related  to  abnormal  mitral  valve  with  its 
abrupt  recoil,  may  be  audible  along  the  left  sternal 
border  (0.03  to  0.12  seconds  from  the  second  heart 
sound).  The  closer  the  opening  snap  is  to  the  sec- 
ond heart  sound,  the  tighter  is  the  stenosis  and  the 
more  elevated  is  the  left  atrial  pressure.  However, 
cardiac  output,  valve  calcification  and  mobility,  left 
ventricular  systolic  pressure,  left  atrial  pressure  and 
heart  rate  can  cause  variations  in  this  interval. 

The  diastolic  murmur  of  mitral  stenosis  is  a low- 
pitched,  rumbling  murmur  and  is  often  heard  best 
in  the  left  lateral  position  at  the  apex  with  the  bell 
of  the  stethoscope  applied  lightly  to  the  chest.  It 
begins  after  the  opening  snap.  If  regular  sinus 
rhythm  is  present,  there  is  presystolic  accentuation 
of  the  murmur  due  to  atrial  contraction.  With  se- 
vere stenosis  the  murmur  may  be  long.  Atrial  fi- 
brillation will  cause  the  murmur  to  be  shorter  and 
in  mid-diastole;  however,  there  can  be  presystolic 
accentuation.  Progressive  narrowing  of  the  mitral 
valve  opening  after  the  onset  of  left  ventricular  con- 
traction, with  resulting  increased  velocity  of  flow 
as  the  valve  closes,  can  produce  the  presystolic 
murmur  even  though  atrial  fibrillation  is  present. 


452 


The  Journal  of  the  South  Carolina  Medical  Association 


HISTORY  AND 
PHYSICAL  EXAMINATION 


If  the  valve  becomes  severely  calcified  and  fixed, 
the  opening  snap  disappears  and  the  intensity  of 
the  murmur  may  be  much  reduced.  Pulmonary 
hypertension  secondary  to  mitral  stenosis  rarely 
produces  pulmonary  valvular  regurgitation  (Gra- 
ham Steell  murmur).  Likewise,  secondary  tricus- 
pid insufficiency  rarely  occurs.  Pulmonary 
hypertension  can  produce  right  ventricular  over- 
load and  eventually  ascites  and  edema. 

Aortic  Insufficiency 

Symptoms  such  as  exertional  dyspnea,  paroxys- 
mal nocturnal  dyspnea  and  orthopnea  usually  oc- 
cur when  there  is  significant  cardiomegaly  and 
myocardial  dysfunction.  Angina  is  rare  but  can 
occur  noctumally  when  the  heart  rate  slows  and 
arterial  diastolic  pressure  falls  to  a very  low  level. 
Syncope  is  also  very  rare.  With  severe  aortic  in- 
sufficiency patients  may  complain  of  pulsations  in 
the  neck  and  pounding  in  the  chest.  The  pulse  pres- 
sure is  wide  and  correlates  well  with  the  degree  of 
aortic  insufficiency  unless  advanced  heart  failure 
is  present.  The  peripheral  pulses  are  classically 
bounding  with  a brisk  upstroke  and  rapid  decline 
(water-hammer  or  Corrigan’s  pulse).  This  can  best 
be  detected  by  clasping  the  patient’s  wrist  over  the 
radial  pulsation  and  raising  the  patient’s  arm  high. 
Carotid  pulsations  can  produce  bobbing  of  the  head 
(deMusset’s  sign)  and  pistol-shot  sounds  (Traube’s 
sign).  Capillary  pulsations  in  the  nail  beds  with 
pressure  on  the  nail  or  capillary  pulsations  by  press- 
ing a glass  slide  on  the  patient’s  lip  (Quincke’s  sign) 
and  a systolic  and  diastolic  murmur  heard  over  the 
femoral  artery  with  pressure  of  the  stethoscope 
(Duroziez’s  sign)  are  other  findings  noted  with 
aortic  insufficiency.  At  times,  the  uvula  can  pul- 
sate during  systole  (Muller’s  sign).  The  blood  pres- 
sure in  the  legs  may  be  excessively  elevated  (over 
60  mmHg)  as  compared  with  the  arms  (Hill’s  sign). 
At  times,  the  carotid  and  peripheral  pulses  may  be 
bifid  (bisferiens  pulse). 

A hyperactive  left  ventricular  apical  lift  is 
present  due  to  the  overfilled  left  ventricle.  The 
murmur  of  aortic  incompetence  is  usually  high- 
pitched,  blowing,  and  begins  almost  with  the  sec- 
ond sound  and  is  decrescendo.  It  is  usually  best 
heard  with  the  diaphragm  at  the  end  of  expiration 
in  the  primary  aortic  area  or  at  the  right  or  left  ster- 
nal border  (Erb’s  area)  with  the  patient  sitting  and 


leaning  forward.  It  can  radiate  to  the  apex  and 
occasionally  may  be  heard  only  in  that  area.  The 
longer  duration  in  diastole  the  murmur  occupies, 
the  more  severe  is  the  aortic  insufficiency.  How- 
ever, congestive  heart  failure  with  decrease  in  left 
ventricular  stroke  volume  can  result  in  a decrease 
in  intensity  and  length  of  the  diastolic  murmur  as 
well  as  attenuation  of  the  peripheral  pulses,  so  that 
the  degree  of  aortic  regurgitation  will  be  underes- 
timated. When  the  murmur  is  associated  with  pri- 
mary valvular  involvement,  it  usually  is  heard  best 
along  the  left  sternal  border,  and  when  associated 
with  dilatation  of  the  ascending  aorta,  it  is  best 
heard  along  the  right  sternal  border.  Any  interven- 
tion that  raises  the  blood  pressure  will  accentuate 
the  murmur.  An  aortic  ejection  sound  may  be  au- 
dible if  the  valve  is  not  severely  calcified.  Because 
of  the  increased  stroke  volume,  most  patients  will 
have  a systolic  flow  murmur  in  the  primary  aortic 
area,  with  radiation  into  the  neck.  This  murmur 
can  produce  a systolic  thrill  in  the  supraclavicular 
area  without  the  patient  having  any  degree  of  aor- 
tic stenosis.  A thrill  may  be  associated  with  the 
aortic  diastolic  murmur  if  there  is  prolapse,  ever- 
sion, or  perforation  of  the  leaflets.  Eversion  or 
perforation  of  the  leaflets  can  produce  a “cooing” 
or  musical  murmur.  A ventricular  gallop  may  be 
present.  A low-pitched,  presystolic,  mid-diastolic 
or  holo-diastolic  rumbling  murmur  may  be  heard 
at  the  apex  with  severe  aortic  insufficiency  (Aus- 
tin Flint  murmur).  The  regurgitant  jet  of  aortic  in- 
sufficiency against  the  anteromedial  mitral  valve 
leaflet  impedes  the  flow  from  the  left  atrium  into 
the  left  ventricle,  and  also  the  rapidly  rising  left 
ventricular  diastolic  pressure  (associated  with  fill- 
ing from  the  aorta  and  left  atrium)  impedes  the 
opening  of  the  mitral  valve,  producing  this  func- 
tional diastolic  murmur.  These  patients  usually 
have  large  left  ventricles  and  are  in  failure.  The 
Austin  Flint  murmur  may  simulate  mitral  stenosis. 
Unless  there  is  marked  left  atrial  enlargement,  loud 
first  sound,  or  an  opening  snap,  it  may  be  difficult 
to  differentiate  these.  The  Austin  Flint  murmur  is 
usually  preceded  by  an  S3  gallop  rather  than  an 
opening  snap,  and  the  S is  normal  or  decreased  in 
amplitude.  An  S3  gallop  can  indicate  severe  aortic 
regurgitation  or  depressed  left  ventricular  function. 
Increasing  the  blood  pressure  can  augment  the 
Austin  Flint  murmur,  and  amyl  nitrite  can  reduce 
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it.  The  murmur  of  mitral  stenosis  will  increase  in 
intensity  after  giving  amyl  nitrite. 

Acute  Aortic  Insufficiency 
The  sudden  development  of  severe  aortic  insuffi- 
ciency can  produce  a serious  event,  since  a normal 
or  mildly  enlarged  left  ventricle  from  prior  disease 
is  presented  with  increased  work  and  volume  but 
without  time  for  compensatory  dilatation  and  hy- 
pertrophy. This  can  result  in  a high  ventricular  end- 
diastolic  pressure,  which  may  approximate  the 
aortic  diastolic  pressure,  and  thus  the  aortic  dias- 
tolic murmur  may  be  short  and  soft.  In  addition, 
early  mitral  valve  closure  can  occur  without  re- 
quiring muscular  contraction  when  the  ventricular 
end-diastolic  pressure  exceeds  the  left  atrial  pres- 
sure. The  first  heart  sound  can  become  soft  or  even 
absent.  A brief  Austin  Flint  murmur  and  S,  and  S , 
sounds  may  be  present.  The  pulse  pressure  will 
not  widen,  and  the  peripheral  findings  of  chronic 
aortic  insufficiency  are  not  present  because  these 
signs  are  due  to  the  great  increase  in  left  ventricu- 
lar stroke  volume  that  does  not  occur  until  the  ven- 
tricle has  time  to  dilate  due  to  eccentric  cardiac 
hypertrophy.  These  patients  often  have  sinus  ta- 
chycardia, peripheral  vasoconstriction,  and  at  times 
cyanosis.  Acute  pulmonary  edema  can  occur  be- 
cause of  the  pulmonary  venous  hypertension. 

Aortic  Stenosis 

The  three  main  symptoms  that  usually  develop  are 
dyspnea,  angina,  and  syncope.  There  is  usually  a 
long  latent  period,  depending  on  the  etiology  and 
degree  of  stenosis,  prior  to  these  symptoms  devel- 
oping. However,  most  often  they  occur  later  in  the 
course  of  the  disease  at  about  the  fifth  or  sixth  de- 
cade. The  frequency  of  angiodysplasia  of  the  co- 
lon is  increased  in  patients  with  calcific  aortic 
stenosis  and  can  produce  gastrointestinal  bleeding. 
Microthrombi  or  thickened  valves  or  calcium  may 
cause  embolization. 

When  overt  heart  failure  (diastolic,  systolic  dys- 
function or  a combination)  develops,  the  progno- 
sis is  usually  poor,  and  life  expectancy  is  about  two 
years.  Once  angina  occurs,  life  expectancy  is  about 
five  years  and  three  years  with  syncope.  Syncope 
or  dizziness  may  occur  at  rest  or  on  effort.  Sudden 
death  is  a concern  with  severe  aortic  stenosis,  but 
in  adults,  it  is  rare  especially  in  the  presence  of  a 


normal  ECG.  By  the  time  the  patient  is  symptom- 
atic and  has  critical  stenosis,  there  is  usually  a peak- 
to-peak  systolic  gradient  across  the  aortic  valve  of 
50  mm  Hg  or  more  or  a valve  orifice  area  of  0.75 
cm2  or  less  or  0.4  cm2/m2  BSA  or  less.  Naturally,  a 
decline  in  cardiac  output  will  reduce  the  gradient. 

The  carotid  pulse  is  of  small  amplitude,  and  the 
upstroke  is  delayed  and  gradually  falls  (pulsus 
parvus  et  tardus).  A pulsus  bisferiens  (bifid  ca- 
rotid pulse)  may  be  present  when  there  is  both  aor- 
tic stenosis  and  insufficiency.  The  pulse  pressure 
may  become  narrow,  but  this  is  usually  a rather 
late  sign  of  severe  aortic  stenosis.  Patients  can  have 
hypertension  and  significant  aortic  stenosis  but 
seldom  is  the  systolic  over  200  mmHg.  At  the  apex 
there  is  a sustained  left  ventricular  lift  (felt  into  the 
last  part  of  systole,  whereas  the  normal  apical  im- 
pulse retracts  from  the  chest  wall  during  most  of 
systole)  and  palpable  S4  gallop. 

The  aortic  component  of  the  second  sound  is 
often  diminished  because  of  fibrosis  and  calcifica- 
tion of  the  valve.  The  weak  A,  may  be  superim- 
posed on  the  P,  because  of  the  delay  in  left 
ventricular  ejection  giving  one  sound,  or  it  may  be 
just  P2. 

With  severe  aortic  stenosis  the  second  sound 
may  be  paradoxically  split  with  expiration.  If  the 
valve  is  not  calcific,  an  aortic  ejection  sound  is 
audible,  which  is  usually  best  heard  in  the  primary 
aortic  area  and  at  the  apex.  It  is  a high-frequency 
sound,  occurring  immediately  after  S1?  and  coin- 
cides with  the  maximum  opening  or  doming  of  the 
aortic  leaflets.  An  S4  gallop  may  be  present  early, 
and  later,  an  S3  gallop. 

The  obstruction  caused  by  aortic  stenosis  pro- 
duces a harsh  ejection  systolic  murmur  (simulat- 
ing a bulldog’s  bark  or  someone  clearing  his  throat), 
which  gives  a diamond-shaped  appearance  in  the 
phonocardiogram.  The  longer  the  murmur  and  the 
later  its  peak,  the  more  severe  the  stenosis.  Sever- 
ity is  not  usually  related  to  intensity.  The  murmur 
is  often  maximum  at  the  right  second  intercostal 
space  in  the  primary  aortic  area  and  is  usually  well 
transmitted  to  the  neck  and  also  at  times  to  the  bony 
prominences,  even  to  the  elbows.  It  is  often  asso- 
ciated with  a systolic  thrill,  which  may  first  be  felt 
in  the  sternal  notch.  Thrills  in  the  primary  aortic 
area  are  usually  best  felt  while  the  patient  is  sitting 
up  and  leaning  forward  with  his  breath  held  at  the 
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end  of  expiration.  At  times  this  thrill  is  palpable 
over  the  carotids  (carotid  shudder).  Frequently  the 
murmur  can  be  higher-pitched  and  musical  as  it 
radiates  to  the  apex  (Gallavardin  phenomenon), 
making  it  difficult  to  exclude  associated  mitral  in- 
sufficiency. However,  the  Gallavardin  effect  re- 
tains the  diamond-shaped  contour  of  the  murmur. 
Sometimes,  especially  in  the  patient  with  emphy- 
sema, the  murmur  of  aortic  stenosis  may  only  be 
heard  at  the  apex  and  must  be  differentiated  from 
primary  valvular  mitral  insufficiency.  However,  it 
is  of  the  ejection  type  at  the  apex  and  is  heard  into 
the  neck.  If  the  rate  varies,  as  it  would  following  a 
premature  beat,  the  murmur  of  aortic  stenosis  as 
well  as  its  Gallavardin  effect  will  become  louder 
after  the  long  cycle,  whereas  the  murmur  of  mitral 
insufficiency  will  not  change.  The  murmur  of  aor- 
tic stenosis  can  decrease  in  intensity  with  heart  fail- 
ure and  a fall  in  cardiac  output,  but  it  usually  will 
retain  its  length  in  systole.  Often  there  will  also  be 
a murmur  of  aortic  insufficiency,  even  though  it 
has  no  hemodynamic  significance. 

Aortic  Stenosis  in  the  Elderly 
Aortic  stenosis  is  not  uncommon  in  persons  65 
years  of  age  and  older,  and  is  usually  due  to  de- 
generative changes  rather  than  to  congenital  bicus- 
pid aortic  valve  or  rheumatic  fever  as  seen  in 
younger  patients.  The  severity  of  aortic  stenosis 
in  the  elderly  is  frequently  difficult  to  assess  be- 
cause the  clinical  findings  may  not  be  the  same  as 
in  the  younger  patients.  The  elderly  may  not  have 
a slow  carotid  upstroke,  narrow  pulse  pressure, 
decreased  or  absent  aortic  closure  sound,  and  a left 
ventricular  lift  may  not  be  detectable  because  of 
emphysema.  The  systolic  pressure  can  be  elevated 
because  of  the  loss  of  arterial  elasticity  due  to  scle- 
rosis. Often  the  systolic  murmur  is  not  intense  in 
the  aortic  area,  but  there  may  be  a loud  systolic 
musical  murmur  along  the  left  sternal  border  and 
at  the  apex.  The  duration  of  the  murmur  (even 
though  late  peaking  may  be  absent  because  of  the 
absence  of  a jet  lesion)  may  be  helpful  for  sug- 
gesting significant  stenosis,  since  many  elderly 
patients  (75  percent  over  70  years  of  age)  have  aor- 
tic systolic  murmurs  of  short  duration  that  are  due 
to  sclerosis  or  dilatation  of  the  aorta  rather  than 
stenosis.  Atrial  fibrillation  is  more  commonly 
noted  in  elderly  patients  with  aortic  stenosis  com- 


pared with  the  younger  group. 

TRICUSPID  VALVE  DISEASE 
Tricuspid  Insufficiency 

One  should  suspect  tricuspid  insufficiency  (espe- 
cially in  a patient  with  known  left  ventricular  fail- 
ure or  mitral  disease)  if  the  patient  notes  increasing 
peripheral  edema,  abdominal  swelling,  and  less 
dyspnea  and  orthopnea.  The  neck  veins  are  often 
a clue  to  the  diagnosis  because  of  the  prominent 
C-V  deep  jugular  pulsation.  In  fact,  at  times  this 
pulsation  can  even  raise  the  lower  portion  of  the 
ear  lobe  and  may  be  mistaken  for  an  arterial  pulsa- 
tion. When  the  patient  lies  down,  the  face  has  a 
cyanotic  tinge,  the  frontal  vein  is  prominent,  and 
the  patient  complains  of  a throbbing  fullness  in  the 
neck  and  head.  A hyperdynamic  right  ventricular 
lift  may  be  present.  A holosystolic,  high-pitched, 
blowing  murmur  can  be  present  in  the  xiphoid  area, 
along  the  left  sternal  border  at  the  fourth  intercos- 
tal space  or  because  of  a large  right  ventricle  at  the 
apex.  Acute  forms  of  tricuspid  insufficiency  may 
give  only  a short  murmur  or  no  murmur.  In  con- 
trast to  mitral  insufficiency,  the  murmur  of  tricus- 
pid insufficiency  usually  increases  with  inspiration 
(Carvallo’s  sign)  unless  there  is  marked  right  ven- 
tricular dysfunction.  A right  ventricular  S3  gallop 
(louder  with  inspiration)  may  be  present.  The  liver 
is  enlarged  (often  painful)  and  may  have  systolic 
pulsations.  Often  a pulsatile  liver  cannot  be  dis- 
tinguished from  pulsations  due  to  the  abdominal 
aorta.  One  can  be  certain  that  the  pulsation  if  from 
the  liver  if,  by  pressure  on  the  liver  anteriorly,  a 
liver  pulsation  can  be  felt  with  the  other  hand  pos- 
teriorly just  below  the  ribs.  Ascites  can  be  present 
and  at  times  there  is  jaundice. 

Footnote:  Some  of  the  material  presented  is  based 
on  my  book  Clinical  Cardiology,  4th  edition,  and 
is  used  with  permission  from  Edward  Arnold  Pub- 
lishers Limited. 
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Echocardiography  is  a sensitive,  accurate  and 
noninvasive  means  by  which  to  diagnose  valvular 
heart  disease  and  to  follow  the  patient  in  a serial 
fashion.  With  the  techniques  of  two-dimensional 
(2-D)  echocardiography,  interrogation  of  the  valves 
allows  for  the  formulation  of  detailed  information 
on  structure,  anatomy  and  function.  Further  func- 
tional and  hemodynamic  information  is  gathered 
by  Doppler  imaging,  which  relates  frequency  shifts 
of  transmitted  and  reflected  ultrasound  waves  to 
the  velocity  of  blood  flow.1 

With  complete  2-D  and  Doppler  measurements, 
the  severity  of  stenosis  or  regurgitation  can  often 
be  determined  with  such  a degree  of  accuracy  as 
to  obviate  the  need  for  invasive  cardiac  catheter- 
ization procedures.  Since  transthoracic 
echocardiography  (TTE)  allows  for  serial, 
noninvasive  studies,  it  can  be  invaluable  in  the  tim- 
ing of  surgical  intervention.  (See  Table  1)  An  in- 
vasive procedure  with  transesophageal 
echocardiography  (TEE)  is  sometimes  needed 
when  more  detailed  data  about  valve  structure/ 
function  is  not  obtainable  by  TTE  examination. 
Although  TEE  can  provide  better  visualization  of 
valvular  morphology,  it  is  not  well  suited  for  se- 
rial examination  since  it  requires  a fasting  state  for 
esophageal  intubation,  intravenous  conscious  se- 
dation and  carries  an  increased  risk  versus  TTE. 

DIAGNOSIS 

A murmur  identified  on  cardiac  auscultation  is  of- 
ten the  first  indication  of  underlying  valvular  heart 
disease,  as  the  patient  may  be  asymptomatic  for 
many  years.  However,  often  times  the  murmur 
auscultated  by  physical  examination  of  the  patient 
is  an  innocent  or  “flow  murmur”  caused  by  turbu- 
lence of  blood  flow  through  structurally  normal 
valves.2  Furthermore,  in  the  aging  population, 
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aortic  valve  sclerosis  becomes  more  common  and 
can  result  in  a prominent  murmur  even  when  no 
significant  stenosis  or  regurgitation  exists.2 
Echocardiography  can  effectively  differentiate  the 
pathological  from  functional  murmurs  and  be- 
comes a valuable  supplement  to  physical  exami- 
nation findings. 

Once  it  has  been  determined  that  the  patient  in- 
deed has  a pathological  murmur,  the 
echocardiography  exam  can  accurately  quantify  the 
severity  of  lesions  and  often  the  underlying  etiol- 
ogy of  the  abnormality.  The  presence  of  degen- 
erative changes  secondary  to  rheumatic  disease, 
fibrosis,  calcification  and  prolapse  result  in  char- 
acteristic findings  on  echocardiography.  Impor- 
tant information  regarding  ventricular  function, 
chamber  dimension,  and  pulmonary  artery  pres- 
sures can  also  be  obtained.  Such  information  can 
help  in  the  decision  concerning  such  issues  as  ap- 
propriate medical  therapy,  endocarditis  prophylaxis 
and  frequency  of  patient  follow-up  visits.  Several 
major  valvular  lesions  will  be  addressed  in  the  fol- 
lowing sections. 

MITRAL  VALVE  DISEASE 
Mitral  Valve  Prolapse 

Mitral  valve  prolapse,  though  less  common  than 
previously  believed,  is  still  estimated  to  afflict  one 
to  two  percent  of  the  population.3  With 
echocardiography,  the  redundancy  of  the  valve  leaf- 
lets and  degree  of  prolapse  can  be  visualized.  As- 
sociated mitral  regurgitation  can  be  identified.  The 
degree  of  redundancy  of  the  valve  and  the  pres- 
ence of  mitral  regurgitation  have  prognostic  sig- 
nificance and  influence  the  decision  regarding 
necessity  for  endocarditis  prophylaxis.4  The  most 
recent  AHA/ACC  guidelines  for  endocarditis  pro- 
phylaxis suggest  that  when  structurally  normal 
valves  prolapse  or  prolapse  occurs  without  regur- 
gitation, the  risk  of  endocarditis  is  not  increased.4 
Significant  mitral  regurgitation  on  Doppler  exami- 
nation does  correlate  with  increased  prevalence  of 
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subsequent  complications  such  as  CHF  or  atrial 
fibrillation.5 

Mitral  Stenosis 

There  are  several  echocardiographic  parameters 
utilized  in  the  evaluation  of  mitral  stenosis  (MS). 
Typical  findings  on  2-D  echocardiography  distin- 
guish the  structural  changes  that  occur  secondary 
to  rheumatic  degeneration,  the  most  common  eti- 
ology of  MS.  Since  the  commissural  edges  of  the 
mitral  leaflets  tend  to  become  fused,  a typical  find- 
ing on  echocardiography  is  the  restricted  motion 
of  the  leaflets.  This  restriction  can  look  like  a bend 
at  the  tip  of  the  leaflet  in  diastole  that  has  been 
described  as  “Hockey  Stick”  in  appearance.6  The 
degree  of  mobility  of  the  valve,  subvalvular  thick- 
ening, leaflet  thickening  and  leaflet  calcification 
can  be  assessed  semi-quantitatively  and  a summed 
score  has  been  developed  to  help  grade  the  mor- 
phologic derangement  and  to  predict  success  of 
percutaneous  mitral  valvotomy.7  Frequently,  the 
valve  areas  can  be  estimated  by  planimetry  of  the 
orifice  in  parasternal  short  axis  view,6  but  this  can 
be  difficult  if  the  valve  is  heavily  calcified.  Asso- 
ciated 2-D  findings  of  functionally  significant  mi- 
tral stenosis  include  left  atrial  enlargement  and  right 
ventricular  enlargement. 

On  Doppler  imaging,  the  severity  of  stenosis 
can  be  estimated  through  several  hemodynamic 
parameters  (Table  2).  As  stenosis  severity  in- 
creases, the  Doppler  velocity  across  the  mitral  valve 
in  diastole  increases  and  reflects  an  increased  pres- 
sure gradient.  Pressure  gradients  can  be  determined 
from  velocity  measurements  (V)  in  a quantitative 


fashion  by  employing  the  modified  Bernoulli  equa- 
tion: AP  (the  pressure  gradient)  = 4 x V".6  Simi- 
larly the  rate  of  pressure  decay  across  a stenotic 
mitral  valve  is  also  prolonged.  This  observation 
was  utilized  by  several  investigators  to  estimate 
mitral  valve  area  (MVA)  by  correlating  area  cal- 
culated by  catheterization  data  with  Doppler  ve- 
locity measurements.1  The  equation  that  correlates 
MVA  with  Doppler  velocity  measurement  is  de- 
rived by  linear  regression  analysis  of  the  observed 
data.  In  this  equation  MVA  = 220/PHT,  where  PHT 
(pressure  halftime)  is  the  time  for  peak  mitral  in- 
flow pressure  to  decay  to  one-half  the  original 
value.6 

Mitral  Regurgitation 

The  structure  of  the  mitral  valve  apparatus  is 
usually  well  defined  on  transthoracic 
echocardiography  and  therefore  it  is  often  possible 
to  infer  whether  regurgitant  lesions  are  secondary 
to  mitral  valve  prolapse,  endocarditis,  chordal  rup- 
ture, annular  dilation,  mitral  valve  degenerative 
disease  or  other  underlying  etiologies.  However, 
defining  the  precise  degree  of  regurgitation  is  of- 
ten more  problematic  since  Doppler  measurements 
represent  velocity  of  blood  flow  and  not  directly 
the  regurgitant  volume.  Since  the  hemodynamic 
impact  of  regurgitation  depends  on  the  volume  (re- 
gurgitant fraction),  it  becomes  the  task  of  the 
echocardiographer  to  convert  Doppler  velocity  and 
Doppler  color  flow  recordings  to  estimates  of  the 
severity  of  regurgitant  volume.  This  is  often  a more 
subjective  interpretation  than  that  of  valvular  steno- 
sis. For  instance,  the  area  of  the  mitral  color  flow 


MR 

AR 

Ejection  Fraction 

<60% 

<50% 

Left  Ventricular  End 
Systolic  Diameter 

>45  mm 

>55  mm 

Left  Ventricular  End 
Systolic  Volume 

>160  ml/m2 

>220  ml/m2 

Shortening  Fraction 

<0.32 

<0.27 

Table  1 - Indications  for  Surgery  in  Valvular  Regurgitation 
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LESION 

ECHO  DOPPLER  FINDINGS 

Aortic  Regurgitation  (AR) 

SEVERE:  area  of  AR  iet  >60  % of  area  of 
LVOT;  PHT  <250  msec 

MILD:  Area  of  AR  jet  < 30%  of  area  of  LVOT. 
PHT  >400  msec 

Aortic  Stenosis  (AS) 

SEVERE:  Mean  gradient  >50  mm  Hg 
Valve  area  <0.75  cm2 
Systolic  flow  velocity  > 4.5  m/sec 
MILD:  Mean  gradient  usuallv  < 20  mm  Hg 
Valve  area  >1.0  cm2 

Mitral  Regurgitation  (MR) 

SEVERE:  Area  of  MR  iet/area  of  LA 
>40% 

Effective  Regurgitant  Orifice  = > .35  cm 
Regurgitant  Fraction  = > 55% 

MILD:  Area  of  MR  jet/area  of  LA  <20% 

Mitral  Stenosis  (MS) 

SEVERE:  PHT  > 220  msec 
Mean  pressure  gradient  >12  mm  Hg 
Valve  area  <1.10  cm2 
MILD:  PHT  ~ 110  to  140  msec 
Valve  area  1.6  to  2.0  cm2 

Table  2 


regurgitant  jet  relative  to  left  atrial  size  has  been 
correlated  to  regurgitant  severity  as  determined  by 
angiography.8  However,  the  area  of  the  regurgitant 
jet  may  be  influenced  by  technical  factors  (e.g.  gain 
settings  of  the  equipment)  and  loading  conditions 
(e.g.  blood  pressure).6  Newer  methods  such  as  the 
PISA  method  (proximal  isovolumetric  surface  area) 
offer  the  potential  improvement  in  the  quantifica- 
tion of  regurgitant  volume  and  effective  regurgitant 
orifice  (Table  2).  However,  the  time  and  techni- 
cal expertise  required  for  accurately  obtaining  all 
the  necessary  measurements  have  limited  the  util- 
ity of  this  measurement  in  most  laboratories.  For 
a more  complete  description,  the  reader  is  referred 
to  previous  reviews  of  the  PISA  technique.6  Often 
the  echocardiographer  is  left  to  incorporate  sev- 
eral features  from  2-D  and  Doppler  interrogation, 
including  color  flow  size  and  penetration  of  the  jet 
into  the  LA,  PISA,  LA  size,  pulmonary  artery  pres- 
sure, LV  size  and  function  prior  to  making  a final 
interpretation  of  severity.9  Transesophageal 
echocardiography  has  been  utilized  more  fre- 
quently in  an  effort  to  improve  the  assessment  of 


severity  of  mitral  regurgitation.10  The  valvular 
structure  can  be  seen  with  superior  resolution,  even 
in  patients  with  suboptimal  transthoracic  images. 
Furthermore,  one  can  more  easily  determine  systolic 
pulmonary  venous  flow  reversal  which  has  been  use- 
ful in  determining  the  severity  of  regurgitation.11 

AORTIC  VALVE  DISEASE 
Aortic  Stenosis 

Several  studies  have  been  performed  which 
showed  an  excellent  agreement  in  the  determina- 
tion of  aortic  valve  stenosis  severity  by 
echocardiography  as  compared  to  hemodynamic 
measurements  at  cardiac  catheterization.12  It  has 
been  suggested,  therefore,  that  the  severity  of  aor- 
tic stenosis  can  be  gauged  accurately  by 
echocardiography,  and  cardiac  catheterization  may 
only  be  needed  to  define  coronary  anatomy.13 

On  echocardiography,  aortic  stenosis  can  be 
defined  by  estimation  of  the  transvalvular  gradi- 
ent (AP=4V2)  or  by  calculation  of  valve  area  by 
the  continuity  equation.6  The  continuity  equation 
is  based  on  the  concept  that  flow  across  the  left 
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ventricular  outflow  tract  is  the  same  as  that  across 
the  stenotic  aortic  valve  (AV).  Although  flow  is 
conserved,  the  velocity  (Vel)  across  the  stenotic 
valve  is  increased  as  compared  to  velocity  across 
the  left  ventricular  outflow  tract  (LVOT).  If  the 
LVOT  diameter  (D)  is  accurately  measured,  then 
the  aortic  valve  area  (AVA)  can  be  calculated  as 
AVA  (cm2)  = D2  x 0.785  x LXvveTel  • Significant  aor- 
tic stenosis  is  usually  reflected  in  a calculated  mean 
trans valvular  gradient  >50  mm  Hg  or  an  AVA  < 
0.75  cm2  (Table  2). 

In  the  setting  of  low  cardiac  output  and  ven- 
tricular dysfunction,  calculated  aortic  valve  areas 
may  be  inaccurate — either  by  catheterization  or 
echocardiographically  derived  data.  Manipulations 
by  inotropic  agents  and  nitroprusside  have  been 
done  in  the  catheterization  laboratory.14  In  a simi- 
lar fashion,  dobutamine  echocardiography  may  also 
be  useful  in  distinguishing  critical  from  noncriti- 
cal  aortic  stenosis  in  patients  with  depressed  ventricu- 
lar function  and  low  resting  transvalvular  gradients  V 

Aortic  Regurgitation 

Similar  to  problems  with  the  estimation  of  the 
severity  of  mitral  regurgitation,  determination  of 
the  degree  of  aortic  regurgitation  (AR)  can  be  more 
subjective  than  estimation  of  the  severity  of  steno- 
sis. Estimates  of  aortic  regurgitation  by  catheter- 
ization correlate  best  with  the  relative  width  or  area 
of  the  color  flow  insufficiency  jet  as  compared  to 
the  area  or  width  of  the  aortic  annulus.16  The  length 
of  the  aortic  insufficiency  jet  into  the  left  ventricle 
was  poorly  correlated  with  the  angiographic  sever- 
ity of  AR.6  With  more  severe  regurgitation  the 
deceleration  time  of  the  aortic  insufficiency  jet 
shortens,  reflecting  a rapid  rise  in  the  LV  diastolic 
pressure  (Table  2).  One  can  also  look  for  associ- 
ated findings  that  result  from  the  pressure  and  vol- 
ume overload  of  the  left  ventricle.  The 
hemodynamic  consequence  of  significant  aor- 
tic insufficiency  leads  to  left  ventricular  chamber 
dilation  and  finally  to  progressive  left  ventricular 
contractile  dysfunction,  both  of  which  can  be  esti- 
mated by  echocardiography.6 

RIGHT-SIDED  VALVULAR  DISEASE 

Tricuspid  and  pulmonic  valvular  disease  can  be 
identified  on  echocardiography  and  the  effects  on 
right  ventricular  size  and  function  can  be  deter- 


mined in  a similar  fashion  to  left  sided  lesions.  In 
addition,  right-sided  valvular  regurgitation  may  be 
secondary  to  a consequence  of  pulmonary  hyper- 
tension and  right  ventricular  pressure  overload. 
Pulmonary  artery  pressures  can  be  accurately  esti- 
mated by  echocardiography  as:  Peak  pulmonary 
systolic  pressure  = 4 V2  + RA,  where  peak  veloc- 
ity is  measured  across  the  tricuspid  valve  in  sys- 
tole (if  TR  can  be  identified)  and  RA  is  the 
clinician’s  estimate  of  RA  pressure  (usually  5 to 
10  mm  Hg).6 

ENDOCARDITIS 

The  role  of  echocardiography  in  endocarditis  de- 
serves special  consideration,  as  the  technique  has 
become  an  integral  part  of  the  current  diagnostic 
schemes.  In  1994,  criteria  for  the  diagnosis  of  en- 
docarditis were  published  that  included  the  utili- 
zation of  specific  echocardiographic  findings.1’ 
Follow-up  studies  confirmed  an  improvement  in 
sensitivity  and  specificity  in  the  Duke  (1994)  as 
compared  to  the  Von  Reyn  criteria1819  which  did 
not  include  findings  on  echocardiography. 

The  Duke  criteria  considered  echocardiography 
to  provide  major  clinical  criteria  for  the  diagnosis 
of  infective  endocarditis  if  the  echo  study  revealed 
an  oscillating  mass  on  the  valvular  apparatus,  an 
abscess,  new  partial  dehiscence  of  a prosthetic 
valve  or  new  valvular  regurgitation.  Since 
transesophageal  (TEE)  echocardiography  has  im- 
proved resolution  and  sensitivity  in  detection  of 
vegetations,  some  investigators  have  stated  that 
TEE  is  essential  for  the  diagnosis  of  endocardi- 
tis.20 However,  the  exact  role  of  TTE  and  TEE  has 
yet  to  be  conclusively  determined  and,  as  with  all 
clinical  problems,  the  pretest  likelihood  effects  the 
predictive  accuracy  of  the  test.  Certainly,  a TEE 
can  better  visualize  abscess  formation  and  may  be 
needed  to  help  overcome  the  limited  visualization 
often  encountered  with  prosthetic  valves.  Since 
the  tricuspid  valve,  pulmonic  valve  and  velocity 
gradients  can  often  be  better  interrogated  by  TTE. 
the  TEE  and  TTE  should  be  considered  compli- 
mentary studies,  with  one  not  necessarily  superior 
to  the  other. 

TIMING  OF  SURGERY  AND  FOLLOW-UP 
OF  THE  POST-OP  PATIENT 

Much  has  been  written  and  good  reviews  exist  dis- 
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cussing  the  issue  of  timing  of  surgery  for  valvular 
heart  disease.21  There  are  several  parameters  on 
echocardiography  that  indicate  occult  LV  dysfunc- 
tion and  suggest  the  need  for  surgical  intervention, 
even  in  the  asymptomatic  patient  (Table  1).  Serial 
follow-up  echocardiograms  can  be  useful  to  moni- 
tor for  left  ventricular  dilation,  systolic  dysfunc- 
tion and  for  increases  in  severity  of  the 
regurgitation. 

Once  a patient  has  undergone  surgical  repair  or 
replacement,  an  echocardiographic  assessment  will 
help  establish  baseline  hemodynamics  and  left  ven- 
tricular function.  Most  commonly  used  prosthe- 
ses,  both  bioprosthetic  and  mechanical,  are 
inherently  mildly  stenotic  with  somewhat  elevated 
pressure  gradients.  Mild  degrees  of  regurgitation 
are  not  uncommon.  It  is  therefore  helpful  to  estab- 
lish these  baseline  measurements  so  that  compari- 
son studies  can  be  made  more  meaningful. 

In  summary,  echocardiographic  assessment  of 
valvular  heart  disease  has  resulted  in  the  ability  to 
achieve  earlier  accurate  diagnosis  and  to  provide 
close  follow-up.  In  general,  the  evaluation  of  stenotic 
lesions  with  echocardiography  is  more  precise  and 
less  subjective  than  that  of  regurgitant  lesions. 
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INTRODUCTION 

As  a general  rule,  adult  patients  with  valvular  heart 
disease  undergo  cardiac  catheterization  prior  to 
considering  cardiac  surgery.  This  is  despite  the  fact 
that  our  non-invasive  assessment  is  quite  good  at 
identifying  and  grading  the  degree  of  valvular  dis- 
ease. At  cardiac  catheterization,  the  patient’s  pri- 
mary valvular  lesion  is  identified  and  quantified. 
Other  valve  lesions,  often  secondary  to  the  primary 
valve  disorder  (such  as  functional  mitral  insuffi- 
ciency in  a patient  whose  left  ventricle  has  dilated 
due  to  aortic  valve  disease)  are  identified.  Pulmo- 
nary pressures  and  pulmonary  vascular  resistances 
are  measured.  Left  ventricular  systolic  and  dias- 
tolic function  is  assessed.  The  coronary  arteries 
are  imaged  and  important  coronary  artery  disease, 
which  would  require  bypass  surgery  at  the  time  of 
valve  surgery,  is  identified  or  excluded. 

The  optimal  management  of  the  patient  with  val- 
vular disease  requires  that  the  clinician  evaluate 
both  non-invasive  data  and  data  obtained  from  the 
catheterization  procedure.  Consequently,  the  cli- 
nician should  understand  limitations  and  pitfalls 
of  information  obtained  from  these  sources.1 

AORTIC  VALVE  DISEASE 

Adult  patients  with  symptomatic  aortic  stenosis 
undergo  cardiac  catheterization  prior  to  interven- 
tion. Typically,  this  “intervention”  will  be  aortic 
valve  replacement  with  the  choice  of  prosthesis 
based  on  the  patient’s  age,  co-morbidity  and  abil- 
ity to  tolerate  chronic  anticoagulation  required  with 
a mechanical  valve.  On  rare  occasions,  balloon  val- 
vuloplasty for  aortic  stenosis  is  recommended,  and 
this  is  discussed  in  another  section  of  this  sympo- 
sium. 

The  catheterization  of  the  patient  with  aortic 
valve  disease  (stenosis,  insufficiency  or  both)  be- 
gins with  an  assessment  of  right  and  left-sided  car- 
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diac  pressures.  Particular  attention  is  paid  to  the 
transvalvular  aortic  gradient  and  measurement  of 
cardiac  output.  With  a properly  measured  cardiac 
output  and  simultaneously  determined  aortic  valve 
gradient,  the  aortic  valve  area  is  calculated.  Aortic 
stenosis  patients  who  are  symptomatic  with  an  aor- 
tic valve  area  of  less  than  1 .0  cm2  will  need  sur- 
gery. Occasionally,  a patient  will  be  referred  for 
surgery  with  a larger  valve  area,  as  in  the  case  of  a 
large  patient  whose  indexed  valve  area  is  small  or 
perhaps  someone  with  concomitant  severe  coro- 
nary artery  disease.  In  the  latter  case,  the  combi- 
nation of  coronary  disease  and  even  moderate  aortic 
stenosis  may  produce  significant  symptoms.  Af- 
ter baseline  hemodynamic  measurements  are  made, 
an  assortment  of  imaging  is  performed.  This  typi- 
cally includes  left  ventriculography,  aortography 
and  selective  coronary  angiography.  The  precise 
selection  of  tests  is  influenced  by  precatheterization 
non-invasive  results  and  the  patient’s  renal  func- 
tion which,  if  abnormal,  requires  the  operator  to 
limit  the  contrast  dye  load. 

Cardiac  catheterization  is  particularly  useful,  if 
not  essential,  when  the  aortic  stenosis  patient  has  a 
small  valve  gradient  and  reduced  left  ventricular 
pump  function  (low  ejection  fraction).  In  such  a 
patient,  it  is  critical  to  differentiate  significant  val- 
vular aortic  stenosis  with  resulting  left  ventricular 
dysfunction,  from  “pseudo-aortic  stenosis.”  In  the 
latter  case,  the  patient  really  has  insignificant  aor- 
tic stenosis,  but  the  calculated  aortic  valve  area  is 
low  due  to  an  independent  cardiomyopathy  pro- 
ducing a low  cardiac  output. 

To  differentiate  true  aortic  stenosis  from 
“pseudo-aortic  stenosis,”  we  utilize  two  ap- 
proaches. One  is  to  complement  the  calculation  of 
aortic  valve  area  with  a measurement  of  aortic  valve 
resistance.2  Such  a measurement  eliminates  a part 
of  the  formula  for  aortic  valve  area  that  make  it 
less  reliable.  Typically,  a low  forward  cardiac  out- 
put will  produce  an  underestimate  of  the  true  valve 
area  when  the  standard  (Gorlin  formula)  aortic 
valve  area  is  used.  Calculation  of  aortic  valve 
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resistance  excludes  certain  mathematical  constants 
and  may  be  more  reliable  in  differentiating  true 
aortic  stenosis  from  pseudo-aortic  stenosis. 

A second  approach  to  the  patient  with  “low  gra- 
dient aortic  stenosis”  is  to  perform  a pharmaco- 
logical challenge.  A vasodilator,  like  sodium 
nitroprusside,  or  a positive  inotropic  agent,  like 
dobutamine,  is  given  and  the  aortic  valve  area  is 
recalculated.  The  goal  is  to  raise  the  cardiac  out- 
put to  at  least  4.5  L/min.  In  “pseudo-aortic  steno- 
sis,” cardiac  output  will  increase  without  a 
concomitant  increase  in  valve  area.  If  there  is  a 
significant  increase  in  valve  gradient  following  the 
drug-induced  increase  in  cardiac  output,  then  true 
valvular  stenosis  is  present.  In  this  case,  the  in- 
creased cardiac  output  has  produced  an  obligatory 
increase  in  valve  gradient  as  flow  increases  across 
the  narrowed  valve. 

The  aortic  insufficiency  patient  will  require  an 
aortogram.  Typically,  a view  is  chosen  that  delin- 
eates aortic  root  size,  the  plane  of  aortic  valve  and 
the  degree  to  which  the  left  ventricle  is  opacified 
when  dye  is  injected  in  the  central  aorta.  A left 
ventriculogram  will  yield  the  “angiographic  car- 
diac output.”  When  compared  with  the  forward 
cardiac  output  measured  by  thermodilution  method, 
a “regurgitant  fraction”  can  be  calculated.  Some- 
times the  degree  of  aortic  insufficiency  is  severe 
enough  that  a single  injection  into  the  central  aorta 
allows  assessment  of  the  degree  of  aortic  insuffi- 
ciency and  produces  enough  opacification  of  the 
left  ventricle  to  yield  left  ventricular  wall  motion 
and  ejection  fraction. 

IMPORTANCE  OF  CORONARY 
ANGIOGRAPHY 

Early  on,  it  was  unclear  whether  or  not  a patient 
with  symptomatic  aortic  valve  disease  should  un- 
dergo concomitant  coronary  bypass  surgery  even 
if  significant  coronary  disease  was  present.  How- 
ever, as  intraoperative  anesthesia  and  surgical  tech- 
niques improved,  it  became  clear  that  the  added 
operative  time  to  allow  simultaneous  bypass  sur- 
gery was  not  deleterious  to  the  patient.  At  MUSC, 
we  feel  it  is  extremely  important  to  identify  and 
bypass  all  significant  coronary  lesions  at  the  time 
of  aortic  valve  surgery.  Recent  investigations  have 
suggested  that  aortic  stenosis  patients  could  have 
their  coronary  arteries  non-invasively  assessed  us- 


ing thallium  imaging  or  stress  echocardiography. 
Such  investigations  have  revealed  disappointing 
sensitivities  and  specificities.3  We  do  not  believe 
they  are  reliable  enough  to  substitute  for  coronary 
angiography.  Indeed,  in  the  modem  echo/Doppler 
era,  with  excellent  quality  controls  as  we  have  in 
our  non-invasive  laboratory,  the  most  important 
part  of  the  catheterization  protocol  in  the  adult  pa- 
tient with  valvular  heart  disease  is  the  demonstra- 
tion of  coronary  anatomy. 

MITRAL  VALVE  DISEASE 

The  non-invasive  assessment  of  the  mitral  valve 
by  echocardiography,  Doppler  study  and  preopera- 
tive/intraoperative transesophageal  echo/Doppler 
studies  is  discussed  elsewhere  in  this  symposium. 
Rarely  is  cardiac  catheterization  needed  to  make 
the  correct  diagnosis.  However,  there  are  impor- 
tant reasons  to  perform  cardiac  catheterization  in 
the  patient  with  mitral  valve  disease  in  whom  sur- 
gery is  considered.  For  mitral  insufficiency, 
quantitation  of  that  lesion  by  Doppler  studies  is 
only  semi-quantitative  and  is  made  difficult  by  the 
presence  of  eccentric  jets  despite  using  multiple 
imaging  views.  Many  patients  with  mitral  insuffi- 
ciency have  that  lesion  secondary  to  afterload  mis- 
match (functional  mitral  insufficiency)  rather  than 
stmctural  abnormalities  of  the  valve.  At  the  time 
of  cardiac  catheterization,  one  can  assess  the  in- 
sufficiency simultaneous  with  the  measurement  of 
intracardiac  pressure.  This  produces  a more  exact 
idea  as  to  whether  or  not  the  insufficiency  is  func- 
tional or  fixed.  One  can  look  at  the  coronary  arter- 
ies to  see  if  obstructive  disease  in  the  distribution 
of  the  mitral  valve’s  supportive  apparatus  is  present. 
A patient  with  a recent  inferior  wall  myocardial 
infarction  may  have  significant  functional  mitral 
insufficiency  that  can  be  attenuated  or  eliminated 
by  revascularization  of  the  myocardium  that 
subserves  the  mitral  valve  apparatus. 

The  catheterization  measurement  of  end-systolic 
wall  stress/end-systolic  volume  allows  a preopera- 
tive assessment  of  left  ventricular  contractility.4 
This  is  most  useful  in  altered  loading  conditions 
like  mitral  insufficiency,  where  a measurement  of 
left  ventricular  ejection  fraction  is  an  unreliable 
indicator  of  left  ventricular  contractility.  Many 
useful,  non-invasive  measurements  of  left  ventricu- 
lar function  in  mitral  insufficiency,  such  as  left 
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ventricular  end-systolic  diameter,  are  actually  sur- 
rogates of  this  invasively  determined  ratio  of  pres- 
sure and  volume. 

For  the  patient  with  mitral  stenosis,  particularly 
a pre-menopausal  woman  or  man  under  the  age  of 
40  years,  many  physicians  feel  that  preoperative 
catheterization  is  not  needed.  Such  patients  are 
unlikely  to  have  coronary  disease  and  the  infor- 
mation gleaned  in  the  catheterization  laboratory  is 
attainable  in  the  echo/Doppler  Lab.  However,  in 
the  patient  whose  symptoms  seem  out  of  propor- 
tion to  the  degree  of  stenosis,  the  measurement  of 
pulmonary  artery  pressures  at  rest  and  with  exer- 
cise is  useful.  A high  pulmonary  artery  pressure, 
disproportionate  to  the  mitral  valve  area,  may  be 
due  to  intrinsic  pulmonary  vascular  disease  per- 
haps secondary  to  pulmonary  embolism  or  chronic 
obstructive  pulmonary  disease. 

Recently  published  guidelines  recommend  per- 
cutaneous mitral  balloon  valvuloplasty  even  in  as- 
ymptomatic mitral  stenosis  patients,  if  the 
pulmonary  artery  systolic  pressure  is  greater  than 
50  mm  Hg  at  rest,  or  increases  above  60  mm  Hg 
with  exercise. 

SUMMARY  AND  CONCLUSION 

Despite  impressive  advances  in  non-invasive  tech- 
nology, cardiac  catheterization  remains  the  gold 
standard  for  the  evaluation  of  patients  considered 
for  valve  surgery.  Diagnostic  information  should 
be  combined  with  non-invasive  measurements, 
particularly  serial  non-invasive  echocardiographic 


assessments,  to  allow  for  optimal  management 
decisions.  For  adult  patients  with  risk  factors  for 
coronary  artery  disease,  we  do  not  believe  there  is 
any  substitute  for  selective  coronary  angiography. 
The  availability  of  non-ionic  contrast  agents,  pre- 
assessment by  thorough  physical  examination  and 
non-invasive  techniques,  allows  safe  cardiac  cath- 
eterization even  in  patients  who  are  severely  com- 
promised by  congestive  heart  failure  and/or 
coronary  artery  disease. 
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The  Medical  University  of  South  Carolina  has  been 
involved  in  the  surgical  management  of  patients 
with  valvular  heart  disease  since  1948  when  Horace 
Smithy,  one  of  the  first  full  time  faculty  members 
of  the  Department  of  Surgery,  became  one  of  the 
very  first  surgeons  to  operate  successfully  upon  pa- 
tients with  rheumatic  mitral  stenosis.  Unfortunately 
the  premature  death  of  Dr.  Smithy  at  age  37,  which 
ironically  occurred  secondary  to  rheumatic  mitral 
and  aortic  stenosis,  probably  robbed  this  institu- 
tion of  a unique  opportunity  to  be  an  early  leader 
in  the  development  of  cardiac  surgery.  Closed 
mitral  valvotomy  was  performed  successfully  by 
Harkin  and  Bailey  later  that  year.  In  1960  Hufnagle 
first  successfully  replaced  the  aortic  valve,  and  in 
1961  Starr  first  successfully  replaced  the  mitral 
valve.  Although  there  were  problems  with  some 
of  the  early  prosthetic  valves,  valve  replacement 
surgery  became  the  gold  standard  for  patients  with 
valvular  heart  disease.  Recently,  numerous  inno- 
vations have  occurred  including  the  development 
of  new  prostheses;  the  use  of  homografts  and  even 
pulmonary  autografts  to  replace  the  aortic  valve; 
valve  repair  instead  of  valve  replacement;  and  most 
recently,  “minimally  invasive”  techniques  which 
permit  valve  surgery  to  be  done  through  smaller 
incisions.  Currently  over  two  hundred  patients  each 
year  undergo  some  type  of  valve  procedure  at 
MUSC.  Established  techniques  in  valve  surgery 
including  expected  results  as  well  as  more  recent 
innovations  will  be  described. 

AORTIC  VALVE 

Aortic  valve  surgery  may  be  necessary  for  patients 
with  aortic  stenosis,  aortic  insufficiency,  or  a com- 
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bination  of  the  two.  In  our  practice,  the  most  com- 
mon aortic  valve  lesion  today  is  progressive  cal- 
cific aortic  stenosis  secondary  to  aging,  which 
occurs  more  commonly  on  bicuspid  aortic  valves. 
Repair  of  the  aortic  valve  can  rarely  be  performed 
except  in  a very  select  group  of  patients  with  aor- 
tic insufficiency.  Accordingly,  the  gold  standard 
has  been  and  remains  aortic  valve  replacement  with 
a prosthetic  valve.  While  the  operative  risk  in  un- 
complicated patients  is  generally  less  than  three- 
five  percent,  patient-related  factors  such  as  age, 
type  of  valvular  lesion  (stenosis  vs.  insufficiency), 
coronary  artery  disease,  infection,  and  severe  left 
ventricular  dysfunction  may  increase  this  risk. 
Long  term  results  are  likewise  influenced  by  these 
as  well  as  other  factors. 

Prosthetic  valves  available  for  aortic  valve  re- 
placement can  be  broadly  grouped  into  two  cat- 
egories— mechanical  and  tissue.  Mechanical  valves 
are  manufactured  from  a variety  of  materials  such 
as  carbon  alloys  and  have  the  advantage  of  being 
extremely  durable  and  hemodynamically  efficient 
except  in  the  smaller  sizes.  All  mechanical  valves 
require  long  term  anticoagulation  with  coumadin 
in  order  to  prevent  valve  thrombosis  and/or  throm- 
boembolism. We  have  prospectively  followed  on 
a yearly  basis  all  patients  undergoing  valve  sur- 
gery at  MUSC  since  1980.  The  predicted  freedom 
from  thromboembolic  events  in  our  patients  un- 
dergoing aortic  valve  replacement  with  St.  Jude 
prostheses  is  73  ± five  percent  at  15  years.  Unfor- 
tunately, coumadin,  which  is  administered  to  pre- 
vent thromboembolism,  may  cause  bleeding 
complications,  and  in  our  series  of  St.  Jude  patients, 
the  predicted  freedom  from  a significant  bleeding 
complication  at  15  years  is  79  ± three  percent. 
Other  groups  have  had  quite  similar  results  with 
other  comparable  mechanical  prostheses  such  as 
the  Medtronic-Hall,  the  Carbomedics  valve,  and 
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others.  The  alternate  valve  is  a tissue  valve  such 
as  a porcine  valve  that  is  treated  with  glutaralde- 
hyde  and  mounted  on  a prosthetic  frame  so  that  it 
can  be  easily  implanted.  Tissue  valves  have  the 
advantage  of  not  requiring  long  term  anticoagula- 
tion and  thus  bleeding  complications  are  mini- 
mized. Thromboembolic  events  still  occur  but  in 
the  MUSC  series  of  porcine  valves,  the  predicted 
freedom  from  thromboembolism  at  15  years  is  76 
± seven  percent.  The  disadvantage  of  the  porcine, 
and  indeed  of  all  tissue  valves,  is  that  structural 
degeneration  limits  the  expected  life  of  the  valve. 
In  the  MUSC  series  of  patients  with  porcine  aortic 
valves,  freedom  from  structural  valve  failure  is  84.6 
+ 6.2  percent  at  ten  years  (compared  to  the  com- 
plete absence  of  structural  valve  failure  in  the  St. 
Jude  patients).  Structural  deterioration  is  related 
to  the  age  of  the  patient  and  is  much  more  severe 
in  children  and  younger  adults  than  in  older  pa- 
tients. Because  of  these  problems  with  the  por- 
cine valve  in  the  aortic  position,  we  changed  to  a 
tissue  valve  manufactured  from  bovine  pericardium 
in  1992.  This  valve  has  all  of  the  advantages  of  the 
porcine  valve  (no  anticoagulation  required,  de- 
creased bleeding  complications)  but  appears  to  be 
more  hemodynamically  efficient  and  less  likely  to 
undergo  structural  deterioration.  In  centers  initially 
involved  with  the  experimental  evaluation  of  this 
valve,  freedom  from  structural  deterioration  is  as 
high  as  90  percent  at  15  years  and  deterioration 
occurs  much  less  frequently  in  the  older  popula- 
tion. We  currently  use  the  St.  Jude  mechanical 
valve  routinely  in  patients  up  to  about  70  years  of 
age  if  there  is  no  contraindication  to  anticoagula- 
tion and  in  patients  older  than  this  usually  recom- 
mend the  pericardial  valve  since  it  is  unlikely  to 
wear  out  during  the  patient’s  expected  lifetime. 
When  structural  deterioration  does  occur,  it  has 
been  our  experience  that  the  first  elective 
reoperation  carries  an  operative  risk  (four  percent) 
similar  to  the  initial  operation,  but  that  subsequent 
reoperations,  emergency  procedures,  and  Class  IV 
symptoms  significantly  increase  the  risk  of 
reoperation. 

In  recent  years,  aortic  valve  replacement  with 
homograft  (allograft)  valve  obtained  from  cadav- 
ers and  cryopreserved  at  -196°C  has  gained  in- 
creased popularity.  Cryopreserved  homograft 
valves  do  not  require  anticoagulation,  have  no 


bleeding  complications,  are  resistant  to  infection, 
and  are  hemodynamically  efficient.  However,  im- 
plantation of  these  valves  is  technically  more  dif- 
ficult and  the  question  of  long  term  durability  has 
not  been  completely  answered.  It  appears  that  these 
valves  have  increased  durability  compared  to  por- 
cine and  pericardial  valves,  but  there  is  early  evi- 
dence to  indicate  that  this  durability  may  be  limited 
to  20  years  or  less.  At  MUSC,  we  have  limited  the 
use  of  homograft  valves  in  the  aortic  position  to 
patients  with  specific  indications  such  as  bacterial 
endocarditis,  and  repeated  operations  for 
paravalvular  leaks. 

It  is  obvious  that  no  prosthetic  aortic  valve  is 
free  of  problems  and  for  this  reason,  there  has  been 
increasing  interest  in  an  operation  first  performed 
by  Ross  in  1967.  The  “Ross  procedure”  (pulmo- 
nary autograft)  involves  removal  of  the  patient’s 
own  pulmonary  valve  which  is  then  implanted  into 
the  aortic  position  with  replacement  of  the  patient’s 
pulmonary  valve  with  a cryopreserved  homograft. 
Unlike  human  cryopreserved  valve  homografts,  the 
natural  pulmonary  autograft  neither  calcifies  nor 
degenerates  over  time.  Autografts  explanted  up  to 
25  years  postoperatively  have  shown  retention  of 
cellular  viability  and  failures  have  not  been  due  to 
degeneration.  Early  technical  problems  with  the 
pulmonary  autograft  were  related  mostly  to  the 
technique  of  implantation,  but  the  choice  of  most 
surgeons  today,  including  ourselves,  is  to  implant 
the  pulmonary  autograft  as  a complete  aortic  root 
replacement  with  reimplantation  of  the  coronary 
arteries.  The  pulmonary  autograft  has  several  sig- 
nificant advantages  including  complete  freedom 
from  thromboembolic  complications  in  the  absence 
of  any  anticoagulation  and  normal  hemodynamic 
function.  These  advantages  make  the  procedure 
particularly  appealing  to  physically  active  patients, 
especially  children,  and  to  women  planning  preg- 
nancy. The  greatest  advantage  of  the  pulmonary 
autograft,  however,  occurs  in  small  children  where 
the  pulmonary  autograft  has  the  potential  to  grow 
as  the  child  grows.  This  makes  the  pulmonary  au- 
tograft a potentially  permanent  valve  replacement 
procedure  in  children  as  young  as  one  month  of 
age.  The  major  disadvantage  is  that  the  patient’s 
pulmonary  valve  must  be  replaced  with  a ho- 
mograft which  can  be  expected  to  fail  over  a pe- 
riod of  time  and  may  require  reoperation. 
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Reoperation  for  replacement  of  the  pulmonary  ho- 
mograft generally  carries  a much  lower  risk  than 
for  replacing  an  aortic  valve  prosthesis.  Ross’s 
original  series  illustrates  a freedom  from 
reoperation  on  the  homograft  of  80  percent  at  20 
years.  We  have  gained  increased  experience  with 
the  pulmonary  autograft  (Ross  procedure)  prima- 
rily in  small  children  and  young  adults  at  MUSC 
over  the  last  five  years.  There  have  been  no  opera- 
tive deaths,  and  residual  or  recurrent  aortic  insuf- 
ficiency has  been  insignificant.  In  larger  series, 
the  operation  carries  a slightly  higher  operative  risk 
because  of  dangers  associated  with  removing  the 
pulmonary  valve  and  the  operation  is  contraindi- 
cated in  patients  with  bicuspid  or  otherwise  abnor- 
mal pulmonary  valves  and  in  patients  with  Marfan’s 
Syndrome. 

MITRAL  VALVE 

The  number  of  patients  with  rheumatic  valve  dis- 
ease continues  to  decrease  at  MUSC.  Simulta- 
neously, there  has  been  a tremendous  increase  in 
patients  with  degenerative  mitral  valve  disease. 
For  many  years,  mitral  valve  replacement  with  a 
prosthetic  valve  represented  the  standard  to  which 
all  other  mitral  valve  procedures  were  compared. 
Mitral  valve  replacement  is  associated  with  an  op- 
erative mortality  of  three  to  five  percent  in  uncom- 
plicated patients,  but  operative  risk  again  is 
increased  by  type  of  lesion  (insufficiency  > steno- 
sis), increasing  age,  severe  left  ventricular  dysfunc- 
tion, and  coronary  artery  disease.  Prostheses 
available  for  mitral  valve  replacement  are  either 
mechanical  or  tissue  as  described  previously.  In 
general,  mechanical  prostheses  are  durable  and 
efficient  but  require  long  term  anticoagulation 
whereas  tissue  prostheses  are  prone  to  structural 
degeneration  (more  so  than  in  the  aortic  position). 
Since  many  patients  with  mitral  valve  disease  re- 
main in  chronic  atrial  fibrillation  following  surgery, 
some  patients  will  require  anticoagulation  even  if 
they  have  received  tissue  valves.  Accordingly  some 
have  advocated  that  mitral  valve  surgery  be  com- 
bined with  the  “Maze  procedure”  for  atrial  fibril- 
lation and  we  have  performed  this  combined 
procedure  in  selected  patients.  Mitral  valve  pros- 
theses are  slightly  more  prone  to  thrombosis/ 
thromboembolism  than  identical  aortic  valve  pros- 
theses, and  in  our  series  of  patients  with  St.  Jude 


mitral  prostheses,  the  freedom  from  thromboem- 
bolism at  15  years  is  59  ± seven  percent,  while  that 
for  porcine  valves  is  76  ± five  percent.  Pericardial 
valves  are  not  currently  available  for  the  mitral 
position. 

Despite  a significant  experience  with  valve  re- 
pair in  children  with  congenital  heart  disease,  this 
procedure  did  not  gain  popularity  in  adults  until 
the  1980s  when  Carpentier  in  Paris  demonstrated 
that  mitral  valves  may  be  classified  into  different 
categories  depending  upon  the  underlying  pathol- 
ogy and  that  the  majority  of  these  valves  could  be 
repaired  successfully.  Mitral  valve  repair  offers 
numerous  potential  advantages  including  the  lack 
of  need  for  anticoagulation,  no  bleeding  problems, 
decreased  incidence  of  thromboembolism,  lack  of 
foreign  material,  and  decreased  costs.  At  the  same 
time,  repair  is  more  technically  difficult  and  more 
time-consuming,  something  that  must  be  consid- 
ered when  valve  repair  is  being  combined  with 
other  lengthy  procedures.  In  some  patients,  mitral 
regurgitation  occurs  from  simple  progressive  dila- 
tation of  the  mitral  valve  annulus  which  results  in 
failure  of  the  leaflets  to  coapt  appropriately.  This 
may  be  remedied  by  insertion  of  a prosthetic  ring 
which  symmetrically  and  circumferentially  de- 
creases the  size  of  the  annulus,  thus  allowing  the 
valve  leaflets  to  coapt.  In  other  patients,  regurgi- 
tation may  be  due  to  pathology  of  the  leaflets  such 
as  ruptured  chordae,  prolapse,  or  infection.  The 
posterior  leaflet  is  most  often  affected,  and 
Carpentier  demonstrated  that  up  to  50  percent  of  a 
diseased  posterior  leaflet  can  be  resected.  In  ap- 
proximately one-third  of  the  patients,  mitral  regur- 
gitation is  caused  by  anterior  leaflet  pathology 
which  is  more  difficult  to  repair.  Although  several 
techniques  have  been  advocated  for  anterior  leaf- 
let repair,  our  current  preference  is  to  replace  dis- 
eased chordae  with  artificial  chordae  (usually 
Gore-tex  sutures).  Following  leaflet  repair,  most 
feel  that  an  annuloplasty  ring  (partial  or  complete) 
is  necessary  to  stabilize  the  annulus  and  prevent 
further  dilatation.  Intraoperative  transesophageal 
echocardiography  is  an  extremely  important  tech- 
nique which  allows  the  surgeon  and  cardiologist 
to  immediately  assess  under  physiologic  conditions 
the  adequacy  of  the  repair  which  has  been  per- 
formed. 

At  MUSC,  with  rare  exception,  all  mitral  valves 
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are  approached  with  the  intent  to  repair  if  at  all 
possible.  Mitral  valve  replacement  is  reserved  for 
patients  in  whom  repair  is  not  possible,  such  as 
valves  which  have  extremely  heavy  calcification, 
advanced  rheumatic  disease  with  immobile  valves, 
and  elderly  patients  undergoing  valve  surgery  in 
combination  with  other  extensive  cardiac  proce- 
dures. Since  mitral  valve  replacement  is  more  likely 
to  be  required  in  such  “end  stage”  patients,  it  is 
logical  to  perform  surgery  at  an  earlier  stage  in  the 
patient’s  disease.  This  is  even  more  logical  since 
mitral  valve  repair  is  associated  with  improved  long 
term  survival  compared  to  mitral  valve  replace- 
ment. Left  ventricular  function  is  better  maintained 
following  mitral  repair  presumably  in  part  related 
to  the  maintenance  of  the  normal  relationship  be- 
tween the  mitral  valve  annulus,  the  chordae 
tendineae,  and  the  papillary  muscles.  This  obser- 
vation has  been  transferred  to  patients  in  whom 
mitral  valve  replacement  is  performed.  With  rare 
exception,  the  majority  of  the  supporting  appara- 
tus to  the  mitral  valve  is  maintained  at  the  time  of 
mitral  valve  replacement  today  as  compared  to  the 
older  techniques  where  papillary  muscles  and 
chordal  attachments  to  the  annulus  were  not  pre- 
served. 

At  the  present  time,  no  generally  available  al- 
ternative to  tissue  and  mechanical  valve  prosthe- 
ses  is  available  for  mitral  valve  surgery  although 
very  recently,  a few  patients  in  whom  fresh  or 
cryopreserved  mitral  valve  homografts  have  been 
implanted  have  been  described,  but  the  experience 
is  too  small  and  the  follow-up  too  short  to  draw 
any  meaningful  conclusions. 

TRICUSPID  VALVE 

Tricuspid  valve  surgery  is  required  much  less  fre- 
quently than  aortic  or  mitral.  It  is  usually  neces- 
sary because  of  tricuspid  regurgitation  secondary 
to  progressive  dilatation  of  the  tricuspid  valve  as  a 
result  of  elevated  right  ventricular  pressure  (pul- 
monary hypertension)  secondary  to  aortic  or  mi- 
tral valve  disease.  Tricuspid  valve  repair  with  an 
annuloplasty  ring  is  almost  always  successful  and 
tricupsid  valve  replacement  is  rarely  required. 

ANTICOAGULATION 

As  noted,  all  mechanical  prosthetic  valves  require 
long  term  anticoagulation.  Anticoagulation  is 


monitored  by  prothrombin  time  determinations  and 
previously  anticoagulation  was  maintained  in  the 
range  of  20  to  as  high  as  30  seconds.  It  has  been 
shown  that  prothrombin  time  determinations  may 
vary  widely  among  laboratories  because  of  the  dif- 
ferent reagents.  Most  recently,  the  International 
Normalized  Ratio  (INR)  has  been  found  to  be  a 
more  reliable  indicator  of  anticoagulation  It  has 
been  well  documented  that  newer  prosthetic  valves 
such  as  the  St.  Jude  valve  can  be  maintained  at  a 
significantly  lower  level  of  anticoagulation.  It  is 
currently  our  practice  to  maintain  patients  with  St. 
Jude  aortic  valves  at  an  INR  of  2. 5-3.0,  and  pa- 
tients with  St.  Jude  mitral  valves  at  an  INR  of  3.0- 
3.5.  In  addition,  in  those  patients  in  whom  it  is 
tolerated,  we  add  one  baby  aspirin  per  day.  We 
have  been  particularly  interested  in  the  need  for 
anticoagulation  in  children,  and  a recent  review  of 
our  experience  with  St.  Jude  valves  in  children  in- 
dicated that  either  coumadin  or  aspirin  plus  dipy- 
ridamole provide  equal  protection  against  clotting 
complications. 

MINIMALLY  INVASIVE  TECHNIQUES 

For  many  years,  the  median  sternotomy  has  been 
the  standard  incision  for  valve  surgery.  While  ideal 
exposure  is  obtained  with  this  incision,  objections 
to  it  include  “poor”  cosmetic  results,  postopera- 
tive pain,  occasional  infection,  prolonged  hospital 
stay,  and  delayed  return  to  work.  The  recent  suc- 
cess with  minimally  invasive  approaches  to  the  ab- 
domen and  other  thoracic  organs  have  spurred  an 
interest  in  alternate  approaches  for  valve  surgery. 
We  have  recently  utilized  in  selected  patients  a lim- 
ited upper  sternotomy  performed  through  an  inci- 
sion approximately  3”  in  length  for  aortic  valve 
replacement.  The  aorta  and  right  atrium  are  avail- 
able for  cannulation,  and  exposure  of  the  aortic 
valve  is  generally  good.  The  internal  mammary 
arteries  are  not  disturbed.  It  is  not  clear  that  this 
approach  results  in  decreased  post-op  pain,  but 
post-op  bleeding  appears  to  be  less  and  the  cos- 
metic result  slightly  superior.  Mitral  valve  surgery 
has  been  performed  through  generous  right  ante- 
rior thoracotomies  for  years  and  some  have  pre- 
ferred it  for  reoperations.  New  minimally  invasive 
approaches  for  the  mitral  valve  involve  smaller  ver- 
sion of  this  incision.  A few  surgeons  have  used 
video  thoracoscopic  techniques  to  improve  expo- 
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sure  and  to  limit  the  size  of  incisions  that  are  nec- 
essary for  implanting  the  mitral  valve,  but  to  date, 
these  have  not  gained  widespread  use.  These  mini- 
mally invasive  techniques  described  here  are  evolv- 
ing rapidly  and  may  ultimately  prove  to  be  the 
preferred  approaches,  at  least  in  some  patients. 
However,  the  results  obtained  from  these  “new” 
approaches  must  be  constantly  measured  against 
the  consistently  excellent  results  obtained  through 
the  standard  median  sternotomy  incision. 

SUMMARY 

After  a period  of  relatively  regimented  approaches 
for  mitral  and  aortic  valve  surgery,  recent  years 
have  seen  numerous  innovations  including  im- 
proved prostheses,  improved  techniques  for  repair, 


better  understanding  of  the  physiology  of  ventricu- 
lar function  and  myocardial  protection,  advances 
in  anticoagulation  control,  and  most  recently  the 
application  of  minimally  invasive  techniques.  Each 
of  these  has  contributed  to  the  improved  short  and 
long  term  results  obtained  from  valve  surgery,  and 
further  evolution  of  these  techniques  will  undoubt- 
edly improve  the  results  even  more.  As  operative 
risks  are  decreased  and  long  term  results  are  im- 
proved, it  is  hoped  that  patients  with  valvular  heart 
disease  will  be  referred  at  progressively  earlier 
stages  of  their  disease  for  consideration  for  sur- 
gery. Earlier  referral  increases  the  likelihood  that 
valve  repair  will  be  possible  in  the  case  of  the  mi- 
tral valve  and  also  increases  the  odds  that  the  out- 
come from  valve  surgery  will  be  successful  for  both 
aortic  and  mitral  valves. 
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BALLOON  AORTIC  VALVULOPLASTY:  FIVE  YEAR 
EXPERIENCE  AT  MUSC 


BRUCE  W.  USHER,  JR.,  M.D.* 
BRUCE  W.  USHER,  SR.,  M.D. 


Balloon  aortic  valvuloplasty  (BAV)  as  an  alterna- 
tive to  aortic  valve  replacement  in  the  adult  patient 
with  severe  aortic  valve  stenosis  was  first  reported 
by  Cribier  etal.  in  1986. 1 Subsequently,  there  have 
been  several  large  studies  looking  at  results  of  the 
procedure,  both  immediate  and  long  term.2’3’4,5 
Immediate  results  are  impressive  with  a vast  ma- 
jority of  the  elderly  patients  showing  marked  symp- 
tomatic improvement.  Unfortunately,  unlike 
patients  with  congenital  aortic  stenosis  who  have 
favorable  intermediate  and  long  term  results,6  the 
elderly  with  degenerative  calcific  valvular  aortic 
stenosis  exhibit,  almost  universally,  evidence  of 
restenosis  within  six  months  to  a year.  The  ques- 
tion then  arises  as  to  the  appropriateness  or  place 
of  BAV  in  the  management  of  adult  patients  with 
severe  valvular  aortic  stenosis.  In  order  to  attempt 
to  answer  this  question,  we  retrospectively  re- 
viewed our  recent  experience  of  BAV  at  the  Medi- 
cal University  of  South  Carolina. 

MUSC  EXPERIENCE 

We  retrospectively  reviewed  our  results  with  BAV 
performed  at  MUSC  between  08/15/94  and  08/16/ 
99.  A total  of  thirty-five  patients  underwent  BAV 
for  valvular  aortic  stenosis.  The  same  attending 
interventional  cardiologist  performed  all  of  the  pro- 
cedures with  the  assistance  of  cardiology  fellows. 
Prior  to  the  procedure,  a cardiologist  and 
cardiothoracic  surgeon  evaluated  all  patients. 
BAV  was  performed  via  the  retrograde  femo- 
ral approach.  Sequential  balloon  dilatations 
were  performed  using  a single  balloon  tech- 
nique. Balloon  sizes  ranged  from  18  - 25mm. 

Left  ventricular  and  aortic  pressures  were  mea- 
sured pre  and  immediately  post  valvuloplasty. 

In  most  of  the  cases,  right  heart  catheterization 


* Address  correspondence  to  Dr.  Usher  at 
Cardiology  Division,  Dept,  of  Medicine, 
MUSC,  Charleston,  SC  29425. 


was  performed  at  the  same  time  in  order  to  deter- 
mine thermodilution  cardiac  output  for  calculation 
of  the  aortic  valve  area.  All  of  the  patients  except 
one  had  degenerative  calcific  aortic  stenosis  as  evi- 
denced by  the  mean  age  of  80  years.  The  one  ex- 
ception was  a 27-year-old  female  patient  with 
severe  stenosis  of  a congenital  bicuspid  aortic 
valve.  The  majority  of  the  patients  underwent  BAV 
due  to  NYHA  class  III  or  IV  congestive  heart 
failure.  Four  (11  percent)  patients  had  the  proce- 
dure performed  as  a bridge  to  aortic  valve  replace- 
ment due  to  the  need  for  urgent  noncardiac  surgery. 
One  patient  refused  aortic  valve  replacement  and 
five  years  later  at  age  91  underwent  her  third  suc- 
cessful BAV.  Table  1 outlines  our  immediate  re- 
sults. Only  one  patient  did  not  have  either  a 
decrease  in  mean  gradient  or  increase  in  aortic  valve 
area.  This  patient  had  an  ejection  fraction  of  20 
percent  with  severe  low  cardiac  output  symptoms. 
The  procedure  was  performed  as  a last  resort,  pal- 
liative measure.  The  patient  subsequently  died  one 
week  later  with  a progressive  low  output  state. 

COMPLICATIONS 

Both  the  complication  rate  and  type  of  adverse 
events  in  our  series  are  similar  to  that  of  larger 
published  studies.  Table  2 outlines  our  acute  pro- 
cedural complications.  As  in  other  studies,  vascu- 


Number  patients 

35 

Age  (mean) 

80  (27-91) 

Gender 

Female 

66% 

Male 

34% 

AVA  Pre  BAV 

0.55  cm2(0.3-0.9) 

Post  BAV 

0.85  cm2  (0.5- 1.2) 

Gradient  (mean) 

Pre  BAV 

54  mmHg  (20-96) 

Post  BAV 

29  mmHg  (9-46) 

Table  1.  Immediate  Results  with  BAV:  MUSC  Experience 
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Complication 

Total  7(20%) 

Mortality  1(3%) 

Ventricular  perforation 

Vascular  trauma  5(14%) 

Table  2.  Acute  Complications  with  BAV: 

MUSC  Experience 

lar  trauma  was  the  most  common  complication.  Of 
our  five  vascular  complications,  three  were  throm- 
botic or  embolic  requiring  emergent  thrombec- 
tomy/embolectomy,  one  pseudo  aneurysm  repair 
of  the  femoral  artery,  and  one  iliac  vein  laceration 
leading  to  a retroperitoneal  bleed  requiring  trans- 
fusion. 

DISCUSSION 

As  the  general  population  continues  to  live  longer, 
physicians  will  see  more  patients  in  their  eighth 
and  ninth  decades  of  life  with  severe  calcific  val- 
vular aortic  stenosis.  Unfortunately,  with  this  in- 
crease in  life  expectancy  comes  an  increase  in  other 
co-morbid  illnesses  and  the  associated  higher  mor- 
bidity and  mortality  rates  with  surgical  procedures. 
Previous  studies  have  shown  that  long  term,  event- 
free  survival  post  BAV  is  poor  and  resembles  the 
natural  history  of  untreated  symptomatic  aortic 
stenosis.2-4,5  The  Mansfield  registry  reported  one- 
year  survival  rate  of  67  percent  and  event  free  sur- 
vival of  43  percent.5  Likewise , the  NHLBI  Registry 
reported  one  and  three  year  survival  rates  of  55 
percent  and  23  percent,  respectively.3  O’Keefe  et 
al.  reported  the  actuarial  survival  rates  of  patients 
with  severe  aortic  stenosis  treated  medically  at  one, 
two  and  three  years  to  be  57  percent,  37  percent, 
and  25  percent,  respectively.4 

BAV  can  be  safely  performed  with  impressive 
immediate  results  and  an  overall  >80  percent  suc- 
cess rate.  Most  patients  will  experience  an  improve- 
ment in  NYHA  functional  class  post  BAV.  Although 
up  to  75  percent  of  the  elderly  exhibit  hemody- 
namic evidence  of  restenosis  by  one  year,  many  of 
these  patients  remain  symptomatically  improved 
if  not  asymptomatic  for  an  extended  period  of  time 
despite  restenosis.8  Accordingly,  in  selected  eld- 
erly patients  with  symptomatic  severe  calcific  aor- 


tic valve  stenosis  who  are  not  felt  to  be  operative 
candidates,  we  feel  it  reasonable  to  offer  BAV  as  a 
palliative  procedure.  Patients  with  congestive  heart 
failure  symptoms  and  normal  left  ventricular  sys- 
tolic function  are  the  patients  who  should  benefit 
most  since  ventricular  function  is  the  most  impor- 
tant determinant  of  long  term  survival. 

Aortic  valve  replacement  has  been  performed 
successfully  in  patients  post  BAV.  Thus,  BAV  as  a 
bridge  to  aortic  valve  replacement  might  be  rea- 
sonable in  certain  situations.  It  appears  that  the 
patients  who  would  most  benefit  from  this  approach 
are  those  who  are  good  surgical  candidates.  In  our 
experience  we  have  performed  BAV  in  four  pa- 
tients who  needed  urgent  non  cardiac  surgery,  of 
which  several  have  gone  on  to  have  successful  aor- 
tic valve  replacement.  An  important  caveat  with 
this  approach  is  the  understanding  that  BAV  does 
not  completely  resolve  the  underlying  hemody- 
namic abnormalities  and  careful  invasive 
perioperative  monitoring  by  skilled  professionals 
is  required. 

Although  our  experience  with  BAV  of  congeni- 
tal aortic  valve  deformities  producing  aortic  steno- 
sis is  limited  to  one  patient,  this  approach  appears 
promising  in  the  adult  patient  when  the  valve  is 
not  calcified.  To  date  at  one-year  followup,  our 
patient  remains  asymptomatic.  However,  long 
term  followup  of  such  patients  will  be  essential 
before  offering  this  procedure  as  routine  treatment 
for  congenital  aortic  valve  stenosis  in  the  adult. 
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SYMPOSIUM  ON  VALVULAR  HEART  DISEASE 


According  to  Garrison  and  Morton’s  listing  of 
classics  in  the  history  of  medicine,  Giovanni 
Battista  Morgagni  (1682-1771)  provided  “classic 
descriptions  of  mitral  stenosis  and  heart  block, 
Stokes- Adams  syndrome”1  in  his  De  sedibus  et 
causis  morborum  per  anatomen  indagatis  libri 
quinque.  ...  7 765.  This  work  was  completed  in 
Morgagni’s  79th  year  and  consists  of  70  letters 
reporting  about  700  cases  and  necropsies.  In  1769 
Morgagni’s  work  was  translated  into  English  by 
B.  Alexander. 

In  South  Carolina,  in  the  April  1947  issue  of 
Surgery,  Gynecology  and  Obstetrics  (vol.  84), 
Horace  G.  Smithy,  M.D.  and  Edward  F.  Parker, 
M.D.  published  an  article  entitled  Experimental 
Aonic  Valvulotomy:  A Preliminary  Report  in  which 
they  begin  by  stating,  “the  possibility  of  a direct 
surgical  approach  to  the  problem  of  chronic 
valvular  disease  of  the  heart  has  been  considered 
by  surgeons  for  many  years.  Since  the  proposal  of 
Brunton,  in  1902,  in  which  hope  was  expressed 
for  the  ultimate  relief  of  mitral  stenosis  by  surgical 
means,  little  of  significance  has  been  accomplished 
despite  numerous  clinical  and  experimental 
observations  by  several  investigators.” 

On  January  30,  1948,  Horace  G.  Smithy,  M.D., 
34-year-old  assistant  professor  of  surgery  at  the 
Medical  College  of  the  State  of  South  Carolina, 
successfully  removed  scar  tissue  from  a heart  valve 
of  a young  incapacitated  girl.  The  technique  used 
was  based  on  two  years  of  experimentation.  His 
research  included  the  design  of  a new  instrument, 
known  as  a valvulotome,  to  cut  scar  tissue  blocking 
heart  valves  of  rheumatic  fever  victims.  Dr.  Smithy 
subsequently  operated  upon  six  additional  patients, 
four  of  whom  survived. 


Dr.  Smithy  himself  had  valvular  heart  disease 
as  a result  of  rheumatic  fever  during  childhood, 
and  his  condition  began  rapidly  deteriorating  in 
1948.  He  requested  of  Dr.  Alfred  Blalock.  Professor 
of  Surgery  at  The  Johns  Hopkins  University,  to 
carry  out  the  procedure  on  him,  but  before  this 
could  be  arranged.  Dr.  Smithy  died  on  October  28, 
1948. 

The  beautifully  executed  illustrations  for  this 
month's  cover  story  were  prepared  by  medical  artist 
L.  Schlossberg  for  Dr.  Smithy  to  use  in  an  October 
1948  presentation  to  the  American  Association  of 
Chest  Physicians  in  Miami.  Dr.  Smithy  went  into 
failure  several  days  before  this  presentation  and 
asked  J.  Manly  Stallworth,  M.D.,  a second  year 
resident,  to  present  the  work.  Dr.  Stallworth 
presented  the  paper  and  flew  back  to  Charleston  to 
report  to  Dr.  Smithy  on  the  reaction  of  the  audience 
prior  to  his  death. 

The  caption  for  the  cover  picture  reads:  Showing 
the  pericardium  divided  anteriorly  and  parallel  to 
the  phrenic  nerve.  Following  infiltration  of  one 
percent  procaine  into  a relatively  avascular  area  of 
the  left  ventricular  myocardium,  a purse-string  of 
00  chromic  catgut  is  placed,  and  an  incision  through 
the  ventricular  wall  within  the  confines  of  the 
pursestring  suture  is  made.  Hemorrhage  is 
controlled  with  digital  pressure  until  the 
valvulotome  is  inserted  into  the  wound. 

Jane  McCutchen  Brown 
Waring  Historical  Library 
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Showing  the  valvulotome  being  advanced  toward  the  mitral  valve.  The  serrated 
cutting  surfaces  of  the  instrument  are  held  closed. 
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CONTACT:  Tara  Smith;  ext.  242,  (803)  798-6207 
or (800) 327-1021 

FEBRUARY 

Friday  - Saturday  February  4-5,  2000 

Columbia,  SC:  Embassy  Suites  Hotel 

South  Carolina  Chapter  of  the  American  College  of 
Surgeons  Annual  Meeting 
SPONSOR:  American  College  of  Surgeons 
TARGET  AUDIENCE:  Surgeons 
TUITION:  $200,  no  charge  for  residents 
CONTACT:  Tara  Smith;  ext.  242,  (803)  798-6207 
or  (800)  327-1021 

Monday  - Saturday  February  14-19,  2000 

Augusta,  GA:  Medical  College  of  Georgia 

Primary  Care  and  Family  Practice  Symposium 
SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Family  practice, 
multispecialty 


CONTACT : Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  52  hours,  AMA  Category  1 

Wednesday  February  16,  200( 

Greenville,  SC:  Toomey  Conference 
Center/Greenville  Memorial  Hospital 

Heart  Day  2000  “Congestive  Heart  Failure 
Therapies  ” 

SPONSOR:  Greenville  Hospital  System 
DESCRIPTION:  Cardiology  update  with  primary 
care  focus. 

TARGET  AUDIENCE:  Primary  Care 
FACULTY:  Michael  Higginbotham,  MD;  Sara 
Paul,  RN,  MSN,  FNO, 

CONTACT:  Hurschell  Mathews;  (864)  455-7814 
CREDITS:  4.5  hours,  AMA  Category  1 

Tuesday  - Thursday  February  22-24,  200 

Augusta,  GA:  Medical  College  of  Georgia 

Transcranial  Doppler  and  Imaging  in  Children  wit 
Sickle  Cell  Diseases 

SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Neurology, 
hematology/oncology,  pediatrics,  radiology 
CONTACT:  Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  24  hours,  AMA  Category  1 


Friday  - Saturday  February  25-26,  2000 

Augusta,  GA:  Radisson  Riverfront  Hotel 

Flexible  Fiberoptic  Sigmoidoscopy 
SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Family  practice,  internal 
medicine 

CONTACT:  Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  16  hours,  AMA  Category  1 

Saturday  February  26,  2000 

Charleston,  SC:  Westin  Francis  Marion  Hotel 

Liver  Disease  Symposium 

SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  symposium  is  designed  to 
update  the  gastroenterologists,  internists,  and 
family  physicians  in  the  area  of  treatment  and 
management  of  liver  disease. 

TARGET  AUDIENCE:  Gastroenterologists, 
internists,  and  family  physicians 
FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Pamela  Benjamin;  (843)  876-1925 

MARCH 


Friday  - Saturday  March  17-18,  2000 

Augusta,  GA:  Radisson  Riverfront  Hotel 

Ophthalmology  - Anterior  Segment  Update 
SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Ophthalmologists 
CONTACT:  Division  of  Continuing  Education; 

(706)  721-3967  or  (800)  221-6437 
CREDITS:  16  hours,  AMA  Category  1 

Monday  - Wednesday  March  20-22,  2000 

Charleston,  SC:  Charleston  Place  Hotel 

OB/GYN  Spring  Symposium 
SPONSOR:  Medical  University  of  South  Carolina 
DESCRIPTION:  This  symposium  is  designed  to  be 
clinically  oriented  and  applicable  to  the  every  day 
practice  for  women’s  health  providers  including 
obstetricians/gynecologists  as  well  as  other 
specialists. 

TARGET  AUDIENCE:  Obstetricians  and 
gynecologists 

FACULTY:  Guest  and  MUSC  faculty 
CONTACT:  Pamela  Benjamin;  (843)  876-1925 


Friday  - Sunday  March  24-26,  2000 

St.  Simons  Island,  GA 

Pediatric  Neurologic,  Neurosurgical,  and 
Rehabilitation  Interventions  for  Those  with 
Disabilities 

SPONSOR:  School  of  Medicine,  Medical  College 
of  Georgia 

TARGET  AUDIENCE:  Neurology,  pediatrics, 
psychiatry,  psychology,  family  practice 

CONTACT:  Division  of  Continuing  Education; 
(706)  721-3967  or  (800)  221-6437 

CREDITS:  16  hours,  AMA  Category  1 

Monday  - Wednesday  March  27-29,  2000 

Charleston,  SC:  Charleston  Place  Hotel 

10th  Charleston  Pulmonary  and  Critical  Care 
Symposium 

SPONSOR:  Medical  University  of  South  Carolina 

DESCRIPTION:  This  symposium  is  designed  to 
provide  a clinically  based  update  in  pulmonary 
and  critical  care  medicine.  The  three  half-day 
courses  will  emphasize  a pathophysiologic 
approach  to  diagnosis  and  management  of 
diseases  of  the  chest. 

TARGET  AUDIENCE:  Pulmonologists  and 
internists 

FACULTY:  Guest  and  MUSC  faculty 

CONTACT:  Odessa  Ussery;  (843)  876-1925 


SCMA  COMMITTEE  ON  CME 

Stoney  A.  Abercrombie,  MD,  Chairperson 
Marion  C.  Anderson,  MD 
Stacey  V.  Brennan,  MD 
Gene  Burges,  MD 
Charles  Michael  Collins,  MD 
Sami  Elhassani,  MD 
James  L.  Haynes,  MD 
Baxter  F.  McLendon,  MD 
Terry  A.  Payton,  MD 
Ben  C.  Pendarvis,  Jr.,  MD 
Thomas  L.  Pope,  MD 
Lucius  C.  Pressley,  Jr.,  MD 
William  M.  Simpson,  Jr.,  MD 
Spence  Taylor,  MD,  Vice  Chairperson 
Robert  M.  Sade,  MD,  Speaker  of  the  House 


PHYSICIAN’S  FAMILY  SUPPORT  PARALLELS  PAAC 


Because  physicians  are  dedicated  to  helping  others,  it  is  often  extremely  difficult  for  them  to  ask  for 
help  for  themselves,  or  even  to  admit  to  themselves  that  they  might  need  help.  Society  expects  doctors 
to  have  all  the  answers  and  be  able  to  solve  all  problems.  This  unrealistic  expectation  affects  not  only 
the  doctor,  but  it  also  spills  over  into  the  “medical  family”  as  well. 

What  happens  when  a physicians  needs  help?  Does  the  physician  have  to  suffer  in  silence,  struggling  to 
“keep  up  appearances,”  trying  to  appear  “strong”  and  “perfect”  for  the  public  and  the  patients  while  his/ 
her  own  life,  marriage,  and  practice  crumble  around  him/her?  Are  physicians  and  their  families  immune 
to  alcoholism,  drug  addiction,  mental  illness,  aging  and  senility,  abuse,  grief,  long-term  illness,  mal- 
practice suits,  marital  and  family  problems?  Of  course  not! 

How  can  a physician  or  medical  spouse  get  help?  A confidential  phone  call  (800-327-1021,  ext.  232)  to 
Cathy  Boland  at  SCMA  Headquarters  can  put  any  physician  or  his/her  spouse  in  touch  with  someone 
who  can  help.  South  Carolina  has  a complete  network  of  physicians  and  their  spouses  who  provide  help 
and  support  to  medical  families — the  SCMA  Physician’s  Advocacy  and  Assistance  Committee  (PAAC) 
and  its  Alliance  parallel,  the  Physician’s  Family  Support  Committee.  These  groups  are  made  up  of 
people  who  have  been  there,  people  who  know  what  you  are  feeling  and  the  problems  you  are  facing — 
people  who  know  how  to  help. 

Regional  teams  provide  peer  support  for  fellow  physicians.  Issues  relating  to  treatment,  licensure,  mal- 
practice, finances,  legal  issues,  managed  care  contracts,  and  other  job  and  practice  issues  can  be  ad- 
dressed confidentially  at  weekly  Caduceus  (Medical  AA)  meetings  and  quarterly  PAAC  meetings  or 
with  an  individual  PAAC  physician.  Spouses  can  attend  “Caduceus  Al-Anon.” 

The  Annual  Alcohol  and  Drug  Issues  Conference  in  Columbia  (December  4-5,  1999)  is  an  excellent 
meeting  addressing  the  problems  of  substance  abuse,  which  continues  to  be  a cause  of  death  and  dis- 
ability in  the  United  States.  Spouses  are  encouraged  to  attend  this  meeting  and  the  workshop,  “Family 
Issues  and  Addiction.” 

Perhaps  things  aren’t  “quite  right”  but  you  can’t  put  your  finger  on  it.  Consider  the  possibility  of  addic- 
tion. It’s  a much  more  prevalent  problem  than  people  think  and  there  is  quite  a bit  of  confidential,  non- 
threatening help  available.  We  all  need  help  from  time  to  time  and  medical  families  are  no  exception. 
Please  call  for  information:  Cathy  Boland  at  SCMA  (800-327-1021,  ext.  232)  or  Barbara  Clark  of 
PAAC  (864-654-5680.) 


Kay  Borgstadt  and  Barbara  Clark, 
PAAC  Appointees 
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classifieds 


ALLERGY  & IMMUNOLOGY,  DERMATOL- 
OGY, FAMILY  PRACTICE,  GENERAL  SUR- 
GERY, INTERNAL  MEDICINE,  ONCOL- 
OGY, AND  ORTHOPAEDIC  SURGERY:  Prac- 
tice opportunities  exist  in  local  medical  facilities  and 
with  private  practice  groups  in  Orangeburg  County 
for  experienced  practitioners  and  graduating  resi- 
dents/fellows. All  positions  include  salary  or  mini- 
mum net  income  guarantee  and  a relocation  allow- 
ance. Located  at  the  junction  of  1-26  and  1-95,  35 
minutes  to  Columbia  and  70  minutes  to  Charleston. 
Area  known  for  its  gardens,  golf,  hunting  and  fish- 
ing (Lake  Marion).  Achieve  financial  success  in  a 
non-competitive  environment  while  enjoying  a su- 
perior quality  of  life.  Contact  Dr.  Chermol,  The  Re- 
gional Medical  Center  at  (800)  866-6045. 


FOR  SALE:  Want  to  buy  farm  land,  timber  land, 
for  hunting  and  investment?  Please  call  (803) 
732-7065.  We  have  several  properties  available. 
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'Matters  of  Interest 
to  South  Carolina 
Physicians.  ” 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


HOW  LONG  WILL  $1,000,000  LAST? 


$1 ,000,000  sounds  like  a lot  of  money.  That’s  because  we’re  used  to  thinking  in 
terms  of  income  rather  than  capital.  However,  if  we  consider  the  income  that 
$1,000,000  will  produce,  it  doesn’t  seem  like  much.  This  table  shows  how  many 
years  $1 ,000,000  will  last. 


INTEREST  RATE 

MONTHLY  6%  8%  10% 


INCOME 

$5,000 

27.0 

38.0 

Forever 

$6,000 

20.0 

24.8 

36.0 

$7,000 

16.0 

18.7 

23.0 

$8,000 

13.4 

15.1 

17.5 

$9,000 

11.6 

12.7 

14.3 

$10,000 

10.2 

11.0 

12.1 

Example:  If  you  begin  with  $1,000,000  and 
continuously  earn  8%  interest,  you  can  withdraw 
$6,000  per  month  for  24.8  years.  The  fund  will  then 
be  depleted. 

Assumes  spendable  dollars  after  income  taxes  in  a 
35%  combined  federal  and  state  bracket. 


HOW  LONG  DOES  IT  TAKE  TO  ACCUMULATE  $1,000,000? 


If  you  want  to  accumulate  a fund  of  $1 ,000,000  in  the  future,  the  following  chart 
shows  how  many  years  it  will  take. 


INTEREST  RATE 


MONTHLY  6%  8%  10% 


SAVINGS 

$1,000 

29.5 

24.5 

22.2 

$1,500 

24.5 

20.8 

18.9 

$2,000 

20.8 

17.9 

16.5 

$2,500 

18.7 

15.8 

14.5 

$3,000 

15.8 

14.5 

12.8 

Example:  If  you  earn  8%  per  year  and  can  save 
$2,000  per  month,  It  will  take  17.9  years  to 
accumulate  $1,000,000. 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax 
advice.  Only  your  attorney  and  accountant  are  qualified  to  do  so. 
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To  Someone 
Who  Stutters, 
It’s  Easier  Done 
Than  Said. 

The  fear  of  speaking  keeps  many  people 
from  being  heard.  If  you  stutter  or  know  someone 
who  does,  write  or  call  for  our  free  informative 
brochures  on  prevention  and  treatment  of 
stuttering. 


1 

Stuttering 

FOUNDATION 

of  America 

■ 

FORMERLY  SPEECH  FOUNDATION  OF  AMERICA 

A Non-Profit  Organization 
Since  1947 — 

Helping  Those  Who  Stutter 

P.O.  Box  11749 
Memphis,  TN  3811 1-0749 

1-800-992-9392 


Diskover  Fox  Meadows. 


And  get  over  the  disk. 

There  was  a time  when  using  diskettes  to  store  information  was  cutting  edge,  but  there 
was  also  a time  when  leeches  were  prescribed.  Dumb  terminal  systems  are  terminally 
ill— if  it's  time  to  reconsider  your  alternatives,  and  implement  practice  management 
software  that  makes  your  life  easier,  your  practice  more  practicable,  and  your  office 
manager  happy,  Fox  Meadows  Practice  / Clinical  Management  Software  is  feature  rich, 
affordable,  and  easy  to  use.  Because  we  are  developed  in  a Microsoft  platform,  Fox 
Meadows  software  integrates  seamlessly  with  other  Microsoft  applications. 


Call  us  at  800-754-7213 
for  a free  no-obligation 
consultation  and  free 
demo,  or  clip  and  mail  the 
coupon.  We'll  be  happy  to 
discuss  your  software 
needs. 

www.foxmeadows.com 


Mail  to:  Fox  Meadows  Software,  Limited 

3031  Scotsman  Drive  • Columbia,  SC  29223  J 
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